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Abstract
Secular and non-secular mission efforts to developing countries continue to grow
and “voluntourism” is at an all-time high. The literature is corpulent with examples of
failed mission health interventions. However, a noticeable gap exists of studies that
address conflict leading to intervention failures as a result of intercultural
communication. The purpose of this exploratory is to better understand intercultural
communication challenges existing in short-term medical missions (STMMs) by better
understanding the lived experience of participants of a clean water intervention in the
Haitian Central Plateau. The intervention was planned and executed after the devastating
2010 earthquake and resulting cholera outbreak. Within twelve months, non-compliance,
hoarding, and alternative use of water filter parts was reported. My aim in this study was
to more clearly understand how participants lived the clean water intervention, how it
informed understanding of clean water, and what the analysis would reveal about
communication dimension differences between the participants and the mission
volunteers.
To address my research questions, I performed a longitudinal
ethnomethodological study in two phases using multiple data sources including
interviews, focus groups, researcher and participant directed photographs, and journal
notes. Under the umbrella of template analysis, I chose the PEN-3 cultural model as the
framework for the study. With the lens built through analysis using the PEN-3 domains, I
grew to better understand factors that directly contributed to the reported behaviors and
their cause. First, with a strong desire to please mission volunteers, rooted in
communication dimensions established through hundreds of years of colonialism,
v

participants masterfully executed scripted-like facework as “the grateful receiver”.
Second, avoidance of divergent topics led participants to evading important confounding
factors like “the old ways”, or voodoo. Third, participants exhibited low uncertainty
avoidance, making preventative health action less likely. Finally, participants
demonstrated low expectations of control due to descriptions of powerlessness resulting
from structural violence in rural Haiti. As researcher and volunteer, in ethnographic style,
I also provide personal reflections on these and other personal thoughts at turns in the
study.
Key words: Haiti; communication dimensions; intercultural communication; PEN-3
cultural model; culture-centered approach; health narratives; template analysis; shortterm medical missions (STMMs).
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Chapter 1: Introduction and the Research Problem
Emergence of the Research Problem
Ingrained in Western culture, rising numbers of volunteers undertake medical
missions each year to assist underserved populations (Rovers, Adnreski, Gitua, Bagoyoko
& DeVore, 2014). Maki, Qualls, White, Kleefield and Crone (2008) estimated that
approximately 6000 short term medical missions (STMMs) from 543 listed medical
mission organizations are sent annually from the United States to foreign countries at a
conservative cost of approximately $250 million. Although some of these efforts are
organized and executed by large and well-organized organizations, the majority are
organized and executed by smaller groups such as local churches (Maki, et. al, 2008) In
the case of these smaller groups, few are monitored or evaluated and are known only to
those directly involved in the effort. Despite the significant expense and volunteer hours
dedicated to STMMs, there is a lack of standardized evaluation and oversight, which can
lead to considerable moral and ethical challenges.
Snyder, Dharamsi, and Crooks (2011) define these STMMs arising from “a longstanding humanitarian tradition in medicine of brining desperately needed medical care to
vulnerable communities in developing countries.” (p. 345) Because of the significant
number of STMMs providing health care to people in the developing world, the World
Health Organization (WHO) and other organizations have expressed concerns relating to
inappropriate treatments and medication, leading to guidelines for best-practices in health
care (Gorske, 2010). These concerns include other moral and ethical challenges, such as
safety and quality of patient care, inherent self-serving nature of efforts, ineffectiveness,
sustainability and lack of preparation (Suchdev et. al, 2014). Although WHO and other
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organizations publish guidelines, there is no international body monitoring STMMs or the
outcomes of such efforts (Steinke, Riner, Shieh, 2015).
In addition to a lack of monitoring or guidelines for such efforts, there is no clear
path to ensure the qualifications of volunteers with varying levels of clinical capabilities,
certification, physical abilities or other qualifying factors (Jobe, 2011). Often, STMMs
attract student volunteers or members of church and civic organizations who have interest
in global health interventions, but no clinical experience or qualifications (Rovers,
Andreski, Gitua, Bagayoko & DeVore, 2014). Laleman, et. al, in a 2007 study found that
50-60% of STMM work in sub-Saharan Africa was clinical while the remainder was
focused on management, support, education, and local health policy. All members of a
STMM team face similar challenges as they attempt to serve a target population of a
culture different from their own (Nouvet, Chan & Schwartz, 2018; Hassl, 2018; Berry,
2014).
Berry (2014) argues that the temporariness of STMMs almost always ensures that
the cultures of the providers and recipients are immeasurably different. This is
problematic as health care providers’ and patients’ cultural backgrounds influence not
only perspectives on health and illness, but on overall worldview (Alto, 2009). In fact,
according to Van der Geest (1995), ethnocentrism, the attitude that one’s own group or
culture is superior to another, can create stereotypes and beliefs that biomedical Western
medical practices are superior to traditional medicine. Although participant providers in
STMMs are well-intentioned, wanting to “give” to those who are in need, success in
STMM efforts is commonly hampered by the culture-bound nature of health intervention
(Steinke, et. al, 2015).
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Public education and interventions regarding healthful practices and preventions
have existed for centuries, but cultural and culture-centeredness are, in the history of
health communication and promotion, concepts that have come into their own in the past
twenty years (Rice & Atkins, 2012; Rimer & Krueter, 2006; Nutbeam, 2000). Although
modern education strategies emerged in health campaigns and communication in the mid1950s, the sophistication, methodology, design, and execution of such health campaigns
has increased exponentially in recent years (Lubetkin, et. al, 2015, Iwelunmor, Newsome
& Airhihenbuwa, 2014; Wright, Sparks & O’Hair, 2012). However, even into the 21st
century, successful evidence of behavior and health outcomes change has yet to meet
predictable, substantial or even sustainable results (Kreuter, Farrell, Olevitch & Brennan,
2013; Rice & Atkins, 2012). A focus on communication and education concepts alone is
not enough to plan, create, deliver and assess effective health promotion and prevention
campaigns. This scholarship demonstrates how public education regarding health and
cultural literacy are now incontrovertibly linked.
Culture and Communication
According to Betsch, et. al (2006), “Culture is a collective sense of consciousness
with both quantifiable and unquantifiable components that can audibly or silently reveal
themselves through history and language (p. 814).” Always in a state of change, culture is
informed by the visible and invisible structures of an individual’s environment. Through
interaction with other individuals, norms, expectations and social rules are learned and
reinforced (Airhihenbuwa & Iwelunmore, 2014). Based on these norms, expectations and
rules, an individual will formulate his or her behavior. When that individual’s behavior is
accepted by the group or community as being congruent with the community, the

12

behavior is reinforced and becomes a part of the social norm (Betsch, 2006). Work in
neuroscience has demonstrated that this cultural influence is deep, difficult to change and
etched into the mechanics of the human brain (Kitayama & Uskul, 2011).
Uskul, Kitayama and Nisbett (2008) posit that many factors can impact the degree
of acceptance of the social norm and not all individuals infer and accept social norms in
the same way or with the same intensity. The authors demonstrated this by comparing the
traditions of farming verses herding, using the several thousand-year tradition of rice
farming in Asia. Farming requires much more social coordination and dependency on a
group or community than herding. In their case, they suggest that because rice farming
requires a high degree of social coordination and dependency on a group to be a
successful endeavor, Asian cultures over time developed cultural traits of honoring the
group over self, and interdependence (Uskul, Kitayama & Nisbett, 2008).
Within larger culture segments, individuals often identify with small groups or
communities. These co-cultures can exist within and across cultures and are defined as,
“Groups of people who share values, customs and norms related to mutual interests or
characteristics beyond national citizenship (Floyd, 2011, p. 41).” Many individuals
associate and identify with many groups or co-cultures. This affiliation is not necessary
defined by a geographic location or nationality, but defined more by activities, religion,
or other interests (Orbe, 1996).
Members of different cultures or co-cultures often communicate, think and
therefore behave differently (Orbe, 1996). Therefore, when individuals of different
cultures or co-cultures interact, the communication process is often impacted, and those
differences can make communicating challenging. Understanding these differences can
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be challenging itself, because most individuals operate with similarity assumptions (Orbe
& Spellers, 2005). In other words, individuals assume that others communicate, think and
behave as he or she does, without exploring whether or not that is assumption is true.
Similarity assumptions can be difficult to overcome because most individuals do not even
recognize they exist (Orbe, 1996). Later in Chapter 2: Literature Review, I will present
how primary cultural differences can impact how members of differing cultural groups
communicate.
Need for Examining Culture in Health Communication
Culture as a factor in healthcare research and practice has become an area of
interest toward the end of the last century both within indigenous environments and with
the transplantation of Western models to underserved populations (Wright, Sparks &
O’Hair, 2012; McKenzie, Tuck & Noah, 2011). The academic literature provides much
evidence supporting this interest, for example, McKenzie, Tuck, & Noh (2011) note that
this global growing interest in the impact of diversity on health systems could be the
result of over twenty U.S. cities having immigrant populations of over one million. Many
of these immigrants bring a long history of traditional medicine practices. The World
Health Organization (2019) provides the following definition of traditional medicine:
It is the sum total of the knowledge, skill, and practices based on the theories,
beliefs, and experiences indigenous to different cultures, whether explicable or
not, used in the maintenance of health as well as in the prevention, diagnosis,
improvement or treatment of physical and mental illness. (WHO, 2019)
Additionally, the World Health Organization “estimates that 65% of the world’s
population uses traditional medicine alone or in combination with modern medicine,”
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impacting worldviews and ideas people have regarding medical care (Salaverry, 2013, p.
384). Adding a further layer of complexity, providers’ as well as patients’ cultural
backgrounds influences their worldviews and therefore care.
Career opportunities in global health also continue to expand, allowing healthcare
professionals trained in Western practices to apply their skills in third world countries
and emerging democracies within underserved populations (Loh, Chae, Heckman &
Rhee, 2014; Downs, Reif, Hokororo & Fitzgerald, 2014; Steinke, et. al 2014). As noted
earlier, Maki, Qualls, White, Kleefield and Crone (2008) estimate that close to 6000
short-term medical missions (STMMs) are sent from the United States to a foreign
country each year, although these statistics are difficult to verify. Furthermore, they
estimated that annual expenditures from a list of 543 medical mission organizations to be
at least $250 million a year (Maki, et. al, 2008).
Although global health outreach was once considered missionary work primarily
associated with the spread of religion, recent studies show a more secular nature to global
health missionary initiatives, focusing heavily on compassionate care (Downs, et. al,
2014; Panosian & Coates, 2006). The ease of travel and recent media focus on global
health issues have made secular missionary work a more conventional way to bear
witness to human suffering in underserved populations both at home and abroad (Downs,
et. al, 2014; Suchdev, Breiman & Stoll, 2014; Gupta, Wells, Horwitz, Bia & Barry,
1999).
In fact, in 2003, 20% of U.S. medical students participated in overseas activities
serving as global health clinicians, up from 6% that participated in such activities in 1984
(Medical School Graduation Questionnaire, 2003; Medical School Graduation
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Questionnaire, 1984). Healthcare professionals trained in Western biomedical models of
care most often have an ethnocentric view of how to treat illness (Steinke, Riner & Shieh,
2014). This creates challenges for medical professionals from North America whose
predominate training employs demanding scientific methodology (Alto, 2009). It may be
difficult for scientifically trained medical professionals to understand local traditions and
their relation to health and wellness, such as those based in the supernatural or even foodtemperature related remedies (Alto, 2009).
Global health course options also continue to grow at many universities; in fact,
even in the early 2000’s, the Institutes of Health have suggested the development of a
U.S.-based clearinghouse of medical professionals designed to aid the underserved
abroad (Mullen, Panosian & Cuff, 2005). This growth exemplifies the need for continued
scholarship regarding the role culture plays in health communication and education.
Although growth of study and scholarship in global health has increased dramatically,
particularly in the past decade, we can track major changes beginning in the scholarship
to the mid 1990s (Iwelunmor, Newsome & Airhihenbuwa, 2014).
Until the mid 1990s, most health intervention programs originating in Western
scholarship and public health were based on Eurocentric assumptions and inadequately
attended to native cultural considerations. Mattson (1999) referred to the mid-1990s as a
time when health communication scholars began calling for more discerning research and
the development of sophisticated, person-centric health communication models. In her
critique of health communication methods and practices, Lupton (1994) posited that most
health promotion efforts are formulated with cognitive or behavior logic as the central
factors to solving health problems. Lupton argued that health promotion efforts of the
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time were based on the universal logic of scientific rationality, they were essentially void
of cultural contexts.
Lupton (1995) and Airhihenbuwa (1995) challenged health communication
academics and professionals alike to begin listening to the voices of the communities
being served by otherwise well-planned health interventions and education programs.
Airhihenbuwa (1995) suggested that future campaigns embrace a sort of Cartesian
dualism, which would attend to the mind’s desires (social, spiritual, psychological) with
an awareness of the constraints of the world in which participants live. Both
Airihenbuwa’s and Lupton’s call for the inclusion of culture in health promotion resulted
in two streams of research regarding culture and health communication, the cultural
sensitivity approach and the culture-centered approach (Dutta, 2007). In Chapter 2:
Literature Review, I will present further scholarship regarding cultural sensitivity and the
culture-centered approach. Next, I will discuss the concept of health literacy, its role in
cross-cultural health communication and provide a few examples in the global health
intervention context.
Health Literacy
Often part of the cultural sensitivity and culture-centered equation, understanding
the health literacy of the target participant group is often critical to intervention success.
(Lubetkin, et. al, 2015; Ramos & Alegría, 2014; Wagenaar, Kohrt, Hagaman, McLean &
Kaiser, 2014). Health literacy has been used as a categorical term for over thirty years in
scholarly and healthcare research and its definition continues to evolve. In the late 1990s,
the definition of health literacy moved from individual’s functional literacy level to a
relationship between that functional literacy level and his or her ability to comply with
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prescribed therapeutic regimes, such as taking prescription drugs (Ad Hoc Committee on
Health Literacy, 1999). By 2013, the World Health Organization provided a broader,
inclusive definition at the 7th Global Conference on Health Promotion:
Health Literacy has been defined as the cognitive and social skills which
determine the motivation and ability of individuals to gain access to, understand
and use information in ways which promote and maintain good health. Health
Literacy means more than being able to read pamphlets and successfully make
appointments. By improving people's access to health information and their
capacity to use it effectively, health literacy is critical to empowerment. (WHO,
2014, Track 2, paragraph 1)
Using the more recent and relevant definition by the World Health Organization
provided above, we understand that health literacy goes beyond basic health education
and specific targeted communication. Health literacy takes into account environmental,
political and social factors that make up the determinants of an individual's health. The
path to driving healthful behavior and disease prevention then, includes methods of
education that are interactive, participatory and require critical analysis. Therefore,
improving the health literacy of a community requires so much more than diffusion of
information and resources to individuals in that community. People must be helped to
develop the confidence to act on their knowledge and to support each other through
community-based learning and outreach.
For example, much has been written in academic presses regarding how stigma
and fear contributes to HIV disclosure (Herek, Capitanio, & Widaman, 2003; Kinsler,
Wong, Sayles, Davis, & Cunningham, 2007; Petros, Airhihenbuwa, Simbayi, Ramlagan,
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& Brown, 2006 Poindexter & Shippy, 2010; Takahashi, 1997). Smith and Mbakwem
(2010) illustrated through four case studies set in Nigeria that stigma is not only complex,
but “deeply textured by culture”. In each of the four case studies, participants, all living
with HIV/AIDS, withheld their status until after they were engaged to be married to HIVnegative partners. Each emphatically reported cultural reasons for not disclosing HIV
status to their partners. Their desires to have a child, based in the cultural expectation of
childbearing, outweighed any fear or stigma of passing on the virus to their partner. And
likewise, the HIV-negative partners reported that having a child outweighed any
disappointment over and stigma associated with their partner’s non-disclosure or their
own risk of contracting the virus. “The cultural expectation for reproduction trumped any
fear of contracting HIV from their partners” (Airhihenbuwa, Ford & Iwelunmor, 2014, p.
81). Therefore, to these participants, any previous interventions grounded by stigma or
containing fear-based messages of disease/virus transmission were ineffective.
In Haiti, engaging with voodoo witchdoctors to help deliver HIV/AID prevention
messages helped to illustrate the importance of voodoo in the Haitian culture and the
desire to follow the “leader” witchdoctors. The example was highlighted in Barker’s
World Tour of the Theory of Diffusion of Innovation on its 40th Anniversary (Barker,
2004). Barker presents the results of a PROFAMIL HIV/AIDS intervention project that
occurred in rural Haiti. During a village leadership meeting, PROFAMIL physicians
asked why previous interventions had not succeeded, and much to their surprise, the
leaders shared that their local witchdoctor could cure HIV/AIDS so there was no reason
for the intervention. Luckily, the witchdoctor, who was in attendance, stated, “Of course,
but it is much easier to prevent than to cure.” The physicians and researchers intuitively
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did not rebut or question the witchdoctor publicly. Instead they took the cue, soliciting his
help in spreading the prevention messages, and began working with witchdoctors in
similar remote communities. In each community, physicians and researchers were
warmly welcomed and well received by the local voodoo leaders, who seemed to truly
have the best interest of their communities in mind. The targeted number of participants
for the intervention was exceeded by one hundred and twenty-four percent.
The witchdoctors helped ultimately caused the population to be persuaded. It is
evident that the role of the local opinion leaders - the village witchdoctor - was critical in
the success of the intervention (Barker, 2004). By asking for their help, then considering
the target participants’ cultural acceptance of the witch doctor as a leader/innovator, and
engaging that leader/innovator, the physicians and researchers transformed what could
have been an unsuccessful intervention into community lead success. And they did this
regardless of what they may or may not have believed about witch doctors from a more
Western frame.
In summary, often the best intended health interventions based on frameworks
that ignored, lacked thorough understanding, or simply failed to consider participants’
culture, social structure, resources and viewpoints risk failure and often do not effectively
serve the target community. To more clearly understand how cultural sensitivity, culturecenteredness and health literacy impacted this study and the parent intervention, it is
critical to consider and appreciate the community of our participants, the place of Layaye,
Haiti.
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The Place of Layaye, Haiti
Colonialization of the Bohio and the West Indies. The flood of secular and
religious mission efforts is by far not the first effort to bring Western views to Haiti.
According to Christopher Columbus’ journals, the first documented account of European
presence on the island of Bohio occurred on December 6, 1492 when his first expedition
to the West Indies landed in the harbor of San Nicolas, so named by the admiral, today
the town of Môle-Saint-Nicolas, Haiti (Columbus, 1969). Columbus won funding for his
expeditions by promising not only resources such as gold and other precious metals, but
the conversion of souls to the Catholic monarchs of Spain, Ferdinand and Isabela
(Columbus, 1969). The year 1492 is considered the beginning of the Spanish colonization
of the island of Bohio and the infusion of European and Western culture Tarver and
Slape, 2016.
After arriving on Bohio, Columbus and his crew noticed over the next few days
that the island shared may similarities to that of Spain, verdant fields, robust foliage and
abundant water life. On December 9, 1492, the admiral re-named the island of Bohio, La
Española or Hispaniola, to reflect those similarities (Columbus, 1969). Within a few
days, the expository discovered many villages of thousands of homes (Columbus, 1969).
On his encounter with the leader or king of the people of that part of Bohio, Columbus
reported in his journal to his sovereigns:
He and his counsellors were extremely sorry that they could not understand me,
nor I them. Nevertheless, I understood him to say that if there was anything I
wanted the whole island was at my disposal. I sent for a wallet of mine which I
keep as a memorial, a gold coin bearing the portraits of your Highnesses and
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showed it to him, saying, as I had done the previous day, that your highnesses
were lords and rulers of the greater part of the world and that no princes were
greater. I showed him the royal banners and the banners of the cross, which he
greatly admired. He said to his counsellors that your Highnesses must be very
great princes since you had sent me fearlessly from so far away in the sky to this
place. Other conversations took place between them of which I could understand
nothing except that they were clearly most astonished by everything. (Columbus,
1969, p. 89)
In 1542, fifty years after Columbus’ arrival on Hispaniola, Bartolomé de las
Casas, a historian, social reformer and Dominican friar, published a letter to Prince
Phillip of Spain condemning atrocities brought upon the indigenous peoples of the West
Indies by the Spanish, asking for his intervention with Charles V, Holy Roman Emperor
(Wagner, Parish, and Rand, 1967). In 1516, after his first trip to the West Indies, las
Casas was given the title of “Protector of the Indians” by the Catholic hierarchy after he
reported the demographic decline of the population of the West Indies due to harsh labor
practices, disease and mistreatment by the Spanish colonial authorities (Wagner, et. al,
1967). In fact, the first instance of smallpox in the Americas was recorded on Hispaniola
in 1507, leading to a devastating epidemic on the island as the result of a disease
transported from Europe (Koplow, 2004).
Las Casas traveled back and forth between the West Indies and Spain from 1517
to 1540 on humanitarian missions to improve the conditions imposed on the indigenous
people by the same colonial authorities (Wagner, et. al, 1967). Las Casas’ letter, now
known as, A Short Account of the Destruction of the West Indies, was well respected in
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the Spanish court as proof of forced conversion to Catholicism and unethical treatment of
the indigenous peoples by Spain. Although challenged by modern scholars, suggesting
exaggerated claims of death claims and treatment of the indigenous people of the West
Indies, las Casas’ manuscript remains an important persuasive rhetorical work (von
Vacano, 2012).
In his account, las Casas describes the six kingdoms of Hispaniola as prosperous
and peaceful people until the colonization by Spain (Tarver and Slape, 2016). He
accused the colonial authorities of waging war against these peaceful people, then forcing
them into cruel slavery. He suggests that the Spanish monarchy was shielded from the
treatment of the indigenous peoples of Hispaniola, which they did not question due to the
desire to convert souls and gain additional resources:
(In) about the year 1504, for before that time very few of the Provinces situated in
that Island were oppressed or spoiled … or violated with general devastation as
after they were, and most if not all of these things were concealed and masked
from the Queen’s knowledge for she was transported with fervent and wonderful
zeal, nay, almost Divine desires for the Salvation and preservation of these people
. . . (Las Casas, 2009).
He went on to describe the evil mounted upon the indigenous peoples by the
Spanish colonial authorities:
In this Isle (Hispaniola)…the Spaniards first attempted the bloody slaughter and
destruction…for they violently forced away Women and Children to make them
Slaves, and ill-treated them, consuming and wasting their Food, which they had
purchased with great sweat, toil and yet remained dissatisfied too, which everyone
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according to his strength and ability, and that was very inconsiderable (for they
provided no other Food than what was absolutely necessary to support Nature
without superfluity, freely bestow’d on them, and one individual Spaniard
consumed more Victuals in one day, than would serve to maintain Three Families
a Month, even one consisting of Ten Persons. Now being oppressed by such evil
usage, and afflicted with such great Torments and violent Entertainment they
began to understand that such Men as those had not their Mission from Heaven;
(Las Casas, 2009).
Spain continued to rule Hispaniola until 1625, when French claims to the island
were recognized and the Spaniards ceded the western portion of the island. The French
called their new colony Saint-Domingue or Santo Domingo, and imported thousands of
slaves from Africa to support a burgeoning sugarcane business (Senauth, 2011).
Regardless of French laws regarding slave treatment, the slaves of Santo-Domingo were
treated brutally, and one-third of those slaves died within a few years of their arrival.
However, the culture and traditions of these slaves became a part of Santo Domingo and
its people and are evident today in modern Haiti (Senauth, 2011).
Modern Haiti. The Economist Intelligence Unit has classified today’s Haiti as a
hybrid state, as the island nation was controlled either as a French or Spanish colony for
centuries (The Economist, 2015; DuBois, 2012). Then in 1801, as a result of the Haitian
revolution, Haiti came under military rule. The first and second Haitian constitutions
established an imperialist model of government, concentrating power under Haitian
military generals, which remained the primary structure of government until the 1980s.
The constitutions allowed for few checks and balances and limited public institutions.
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And, finally, thirty-eight years ago, the military dictator, Jean-Claude Duvalier, “Baby
Doc” fled Haiti, relinquishing his post under international pressure. In 1987, the Haitian
people adopted a new constitution, not unlike that of the United States, with a
representative government, separation of powers, and a Bill of Rights. However, true
democracy, as well as any structured public healthcare system, has yet to take a firm hold
due in part to corruption, natural disaster and unstable political culture (Westerhaus, et.
al, 2015; DuBois, 2012).
Since 2012, elections for local and key government positions were delayed,
primarily due to the effects of the 2010 earthquake, followed by corruption in the election
system. This disruption in governance unfortunately resulted in growing, continued
tension between Michel Martelly, the then current president, and opposition leaders. Such
tension could cause even more political instability (Klimovich, & Thomas, 2014; The
Economist, 2015). On February 7, 2016, Michel Martelly left office as his term expired
with no replacement, leaving Haiti without a president (Charles, 2016). In November of
2016, under suspicion of election fraud, Jovenel Moise was elected the president of Haiti
(Charles, 2016).
Decades of political instability and dysfunction, along with growing corruption
and politicians who do not have the best interest of the nation at heart, have left Haiti as
one of the least prosperous nations in the world today, and certainly in the Western
Hemisphere (Klimovich & Thomas, 2014; The Economist, 2015). According to the
World Bank, Haitian average annual per capita income from 2010 to 2014 in US dollars
was $810, compared to $53,140 in the United States (World Bank, 2015). Also,
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according to the World Bank, per capita medical expenditures in Haiti during the same
time period were $77, while $9,146 in the United States (World Bank, 2015).
A Caribbean nation of close to ten million people, Haiti shares the island of
Hispaniola with the Dominican Republic. Unlike its neighbor, however, Haiti lacks the
robust tourism economic segment and consistent Gross Domestic Product (GDP) often
associated with Caribbean countries. Empirically, Haiti is the poorest country in the
Western Hemisphere, and the morbidity of its people is reflective of this status (WHO,
2014; DuBois, 2012). In 2012, the life expectancy of Haitian men is sixty-one years and
Haitian women sixty-four years (WHO, 2015). Comparably, in the United States, the life
expectancy of men in 2012 was just over seventy-six years and of women was eighty-one
years (Xu, Kochanek, Murphy, & Arias, 2014). Close to ten percent of Haitian children
die before they reach the age of five compared to less than one and one-half percent in
the United States (WHO, 2015; Singh, 2010).
Layaye is located northeast of Port-au-Prince in the Central Plateau region,
approximately eight kilometers from Hinche (see Figure 1.1). Seven smaller villages
surround Layaye and are supported by the mission efforts of the church leading the
intervention. The actual population of the area is unknown. The residents of Layaye and
the surrounding area obtain their drinking water from the Guayamouc River (see Picture
4.1.22) and other smaller tributaries all of the Artibonite River.
Critical to human health, clean water affects all aspects of human development
and well-being. In 2010, the United Nations General Assembly recognized access to
clean water and sanitation as a human right. However, according to the United Nations
Millennium Development Goals Report 2012, over 11% of the global population lacks
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access to clean, improved water sources. The report also highlights that rural areas, such
as Layaye, Haiti, are five times less likely to have access to clean, improved water
sources (United Nations, 2012). Dr. Lee Jong-Wook, Director-General of the World
Health Organization from 2003 to 2006 is quoted in a 2015 WHO report: "Water and
Sanitation is one of the primary drivers of public health. I often refer to it as ‘Health 101’,
which means that once we can secure access to clean water and to adequate sanitation
facilities for all people, irrespective of the difference in their living conditions, a huge
battle against all kinds of diseases will be won (WHO, 2015, Water Sanitation and
Hygiene, paragraph 1)."
Clean Water in Haiti. Haiti, by far the most underserved nation in the western
hemisphere in terms of water and sanitation, remains subject to disastrous effects from
water-borne disease. In rural areas, less than 50% of Haitians have access to clean,
drinkable water and less than 20% percent of Haitians have access to sustainable
improved sanitation such as flush toilets, septic tanks, ventilated improved pit latrines, or
composting toilets (UNICEF, 2015). Haiti is one of few regions of the world
experiencing declining sanitation coverage. Following the 2010 earthquake, this lack of
improved water sources and sanitation facilitated the spread of cholera and other
waterborne disease (WHO, 2015). The lack of funded public health and service
institutions compound the problem, contributing to Haiti’s poor life expectancy statistics.
According to the World Bank’s 2014 conference paper from The Haiti
Conference, the significance of improved water and sanitation practice in poor, rural,
Haitian households may be both direct and indirect. Importantly, some of the more
intangible and difficult to measure ameliorations relate to living standards, overall health,
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well-being, and improved environment, and can be substantially increased. Each year,
treatable and curable diseases are killing thousands, due in part to the lack of education
and healthcare infrastructure (World Bank, 2014). A poignant example of the potential
catastrophic effects of these problems is illustrated clearly in the events surrounding the
recent magnitude 7.0 earthquake.
According the United Nations report published six months following January 12,
2010; the earthquake was the “largest urban natural catastrophe in recorded history.” The
earthquake has been attributed to close to a quarter of a million lost lives (World Bank,
2014). Nearly one quarter of the Haitian population, 2.3 million people, were displaced as
close to 200,000 homes were damaged or destroyed (United Nations, 2010). The state
government of Haiti lost thousands of civil servants, as well as its infrastructure,
including the National Palace (United Nations, 2010). Thirty of forty-nine Haitian
hospitals were damaged to the point of being declared unsafe with a need to rebuild,
according to the United Nations (United Nations, 2010). Close to five thousand schools
were damaged and over fifteen hundred teachers and educators lost their lives (United
Nations, 2010). Although the epicenter of damage resulting from the earthquake was in
and around the urban Port Au Prince, rural Haiti was also impacted significantly in the
months and years to follow. Haitians endured massive health crises including a cholera
epidemic, which spread rampantly in urban areas later that year, and then spread out into
the rural areas. Cholera, a dehydrating bacterial diarrheal disease, is infectious and often
leads to death without proper treatment. The participants of this study were impacted by
the cholera epidemic as the disease spread to the rural communities and villages
throughout Haiti.
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Cholera in Haiti. According to the World Health Organization (WHO), cholera,
globally affecting between three to five million children and adults annually, is an
extremely virulent, yet curable, diarrheal disease. Cholera can kill within hours if left
untreated. The World Health Organization also estimates cholera deaths to approach
120,000 each year. Caused by ingesting food or water contaminated with the vibrio
cholerae bacterium, the disease has a relatively short incubation period of two hours to
five days. Historically, patterns of outbreaks can be explosive, and cholera is now
epidemic in many countries around the globe (WHO, 2104).
The World Health Organization (WHO) reported that although close to seventyfive percent of those infected do not present symptoms of the disease, the bacteria are
present in their feces for up to fourteen days following infection, causing its natural reentry into the environment. Eighty percent of people who develop symptoms present
moderately, while the other twenty percent suffer from severe dehydration caused by
acute watery diarrhea. This dehydration may lead to death without proper treatment.
Cholera is easily treatable through orally administering rehydration salts jointly, often in
severe cases, with intravenous fluids. The WHO suggests that with proper treatment and
sanitation, cholera outbreak fatality rates can remain below one percent (WHO, 2014).
In mid-October of 2010, cholera was discovered in the Artibonite region of Haiti
and by March 2011 close to five thousand Haitians had died from the disease. Within ten
weeks of the identification of the bacterium, cholera had been reported in every district of
Haiti (Basu, 2010). According to the Center for Disease Control (2014), throughout 2011
and into 2012, cholera spread throughout urban and rural areas, such as the Central
Plateau village of Layaye (see Figure 1.1). Such rural areas already lacked clean water,
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sanitation, and access to medical care. Residents of these areas became even more
vulnerable to quick spreading bacterial, water-borne diseases like cholera. In fact, by
December 2012, Haiti reported more cases of cholera than the rest of the world combined
and the Centers for Disease Control (CDC) called the outbreak the worst in recent history
(CDC, 2014). Even in more recent years, cholera continues to spread and according to the
Pan American Health Organization (2013), by 2013 there had been 689,448 cases of
cholera in Haiti and close to 8500 deaths.
Prior to this outbreak, cholera was not present in the general Haitian population.
Seven strains of pandemic causing cholera are present throughout the world in this and
the last century. The seventh strain, found in Haiti in 2010, originated in Indonesia in
1961 and spread through Asia, Russia, India and Bangladesh. Most media outlets and the
World Health Organization trace the bacteria to Nepalese peacekeepers sent by the
United Nations immediately following the earthquake. The bacteria causing the disease,
not present in Haiti before the earthquake, spread quickly upon entering the Haitian
population. Because the general Haitian population knew little about cholera and
waterborne disease - panic and confusion spread even more quickly than disease, slowing
efforts to provide prevention techniques (Chin, et al., 2011; Currie, 2012; Ternier &
Oswald, 2012).
Health education regarding malaria, the primary disease fought by aid and relief
organizations prior to the earthquake, received the majority of health education resources
allocated for infectious disease prevention. Because cholera was not prevalent in the
Haitian population prior to 2012, its people received little, if any, public health education
regarding cholera (Chin, et. al, 2011; Currie, 2012; Keys, et al., 2012; Periago, 2012).
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Most cholera aid funding following the earthquake was established on an emergency
basis and organizations such as the Center for Disease Control and the World Bank
remained uncommitted to fund long-term cholera education (Ternier, et. al, 2012). The
Haitian government, suffering near destruction of its already loose health infrastructure,
was helpless to respond without external sources of support (Chin, et al., 2011; Currie,
2012). This lack of funding and education impacted all Haitians, including its most
isolated citizens like those living in and around Layaye. Cholera presented a quagmire of
fear, lack of education and understanding, and scarcity of resources, creating a high-risk
environment.
The prevention of cholera, a waterborne illness is explicitly tied to the availability
of clean water (WHO, 214). Because the residents of Layaye obtain their fresh water
directly from the tributaries of the Artibonite River, they were at high risk to be impacted
by the cholera epidemic. The mission group supporting the community moved to quick
action to provide solutions for the residents that would enable them to filter or clean the
fresh water from the river tributaries. However, because the population had not
experienced a cholera epidemic previously, they lacked the education and understanding
to clearly perceive the importance of water filtration from a Western frame. It is therefore
imperative to consider the health literacy of our participants resulting from cultural
perspectives of Haiti and its influential condition and history.
Health Literacy and Haiti. The social, political and economic situation in Haiti
for hundreds of years has prevented the spread of Eurocentric knowledge-based evidence
regarding health beliefs and attitudes. The impact of factors including access to modern
healthcare and technology, the community and family values, and religious beliefs must,
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therefore, be considered to shape and install any successful public health intervention in
Haiti.
Although the Haitian population is well over sixty percent literate (Partners in
Health, 2011), Haitians, especially in rural areas, lack a Western understanding and
acceptance of all things scientifically medical from the Western lens, in person and in
media. This environment creates a “perfect storm” of compromised health literacy. Not
only are many Haitian’s unfamiliar with Western or “modern” health beliefs, many have
never seen or been treated by a health care professional (Farmer, 2004).
Prior to the 2010 earthquake, the public health system in Haiti, which was
insufficient from the beginning, was in a state of collapse, overrun, underfunded, and
understaffed (DuBois, 2012). However, due to the influx of medical aid from the West,
especially after the 2010 earthquake, many hospitals and clinics were outfitted with
modern, current equipment (Teiner & Oswald, 2012). Unfortunately, even into 2015, the
clinics and hospitals remain near empty due in part to the unavailability of permanent
professional healthcare workers, and the inability of most Haitians to afford even basic
healthcare, including transportation to and from places of care (Remy, 2015).
Haitians have ample reason to fear outsiders considering centuries of political
instability and colonialism as well as the ephemeral nature of foreign missionary
healthcare workers. Many Haitians, especially in the rural areas, simply lack trust in
Western medical practices (Lubetkin, et. al, 2015). Family and village caregivers having
little to no formal healthcare training are often the only medical caregivers to a household
(St. Fleurose, & Desroisiers, 2002).
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Haitians have little access to technology, which significantly limits the available
channels for health education and intervention communication. The lack of access to
media impacts health literacy significantly (Parvanta, Nelson, Parvanta & Harner, 2011,
Dutta-Bergman, 2004a, 2004b). While over ninety-seven percent of Haitians own a radio
and close to ninety percent listen daily to public broadcasts, less than one third of
Haitians own or watch television. Although over sixty percent of the population is
literate, Haitians have a less than a seven percent rate of newspaper readership (Partners
in Health, 2012; Monteverde, 2009). Computer ownership is considered low globally and
less than 12% of Haitians use the Internet (Internet Live Stats, 2014; Monteverde, 2009).
Therefore, mass communication is difficult, if not circumstantially impossible.
Next, Haitians in the Central Plateau exhibit a strong sense of community and
family conformity. Minimal travel options, almost no access to public services, and
engrained traditional value structures create an environment for resilient community and
family association (Periago, 2012; Brodwin, 1997). This sense of community creates a
point of potential communication and control leverage for healthcare professionals,
which can be a significant pathway to driving health behavior. However, due to the lack
of resources, a failure to reach any one member of the community could create
devastating results for the whole. For example, community members often share a
common water source. Residents carry buckets of water from the source to their homes
for drinking, cooking, bathing and other domestic purposes (Darg & Mooser, 2011,
Photograph 4.1.14). The community acts together to facilitate the functioning of this
water supply, keep it clean, and use it with consideration. Working together is critical,
and malfeasance by one member of the community could cause contamination, leading to
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sickness and even death. During the dry seasons, over or inappropriate use of the water
supply, causing shortages, can also produce probable harmful health repercussions (Darg
& Mooser, 2011).
Finally, like many cultures, the concept of a ‘God’ and other forms of spirituality
and the supernatural play an important role in health narratives in Haiti. The importance
of spirituality can also provide additional pathways to communication and forward health
literacy and health behaviors. Brodwin’s findings in 1997 validated that since Haitians
rely so heavily on religion in medical care, missionary and aid workers should include
local priests (Catholic and Voodoo) in the formulation and execution of any intervention.
Local Haitians, including participants in this study, primarily identify themselves as
devout Roman Catholic. However, many Haitians continue to follow varying forms of
voodoo (Barker, 2004; St. Fleurose & Desroisiers, 2002) that are demonstrated in day-today cultural practices, which I experienced first-hand in Layaye. In 1994, PROFAMIL,
the Haitian affiliate of International Planned Parenthood Foundation (IPPF), funded by
the United States Agency for International Development, recognized voodoo as the most
widely accepted system of beliefs in Haiti. As discussed earlier, voodoo leaders have
been successfully consulted regarding HIV/AIDS prevention and care especially in rural
or remote areas, such as parts of the Central Plateau (Barker, 2004) in order to increase
the intervention’s effectiveness.
These risk and health literacy challenges will be difficult to overcome in any
health intervention because of the history and vulnerability of the Haitian people.
Perceptions of health and health literacy in Haiti are co-created by the integration of
multiple cultures dating back to the original period of colonization in the 1400’s. Even
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today, STMM efforts continue to integrate western beliefs and perceptions about health.
Even the most well thought out health intervention will meet extreme challenges without
studying and integrating the social structures firmly in place in the Caribbean nation.
Next, I will reflect on my own experience as a STMM volunteer and my
perceptions, beliefs and attitudes before traveling to Layaye. Then in Chapter 2:
Literature Review I will discuss my chosen research paradigm, situate STMM efforts as
health interventions and culture in the communication literature and discuss the
theoretical framework of this exploratory.
Personal Reflection
While working on a clean water education intervention in Layaye, Haiti from
2011 to 2016, I sought to more clearly understand the importance and key role of cultural
literacy in health interventions. A mission group from a Southeastern church organized
the clean water intervention, targeting Layaye, after the 2010 earthquake left Haiti
devastated and destroyed the little public health infrastructure the existed prior to the
earthquake.
I was involved in the efforts to provide mission-type support to the area for many
years before 2011, and like many, I was drawn to participation by a desire to “do good”
and help those “less fortunate”. I was especially drawn to the mission after watching
television coverage of the devastating earthquake. From my perspective at the time,
providing water filters and education about clean water following the earthquake was a
logical and helpful step to save lives and prevent water-borne illness. I shared the
ethnocentric view with others in the group that because health literacy was so low in
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Layaye, we should help the recipients understand water-borne illness and how to prevent
contracting such illness.
The water filter purchase consumed a significant amount of the groups’ budget.
The effort to coordinate the shipment of the filters was time-consuming. The delivery,
installation and ongoing maintenance were all cumbersome and took significant planning
for execution. Communication between the mission group and the recipients was
hindered as the already ineffective communication channels were affected by the
earthquake. However, throughout the intervention, the certainty that we were helping
save lives drove the process.
In February 2013 I traveled to Layaye with a small group of mission members to
facilitate other ongoing efforts, check on the water filter implementation and speak to
community members about how to best educate the participants about clean water.
During the efforts to collect data to drive a clean water health literacy campaign, I
discovered significant cultural gaps that impacted the success of the water filter project.
Before discussing the intervention further, my research methods and the cultural
understanding gaps, it is important to share my thoughts on the anticipated outcome of
the study, growing understanding in a phenomenon, not determining cause and effect.
Then, I will situate the idea of short-term medical missions (STMM), health intervention,
and culture as factors within the supporting communication scholarship. I will then
present my research problem and the research questions guiding this exploratory. After
presenting the results of multiple data collection efforts I will discuss the results of those
efforts and propose areas of future study.
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Chapter 2: Literature Review
Constructivism: Growth in Understanding
My goal in this study is to grow in understanding related to a phenomenon, as
opposed to determining a “cause” or “effect”. Cultural context creates subjectivity in
phenomenological study (Boblin, Ireland, Kirkpatrick & Robertson, 2013, Creswell,
1994; Stake, 1995). Therefore, the experience of the participants in Layaye is subjective
and relative and must be viewed through their cultural lens to reach understanding.
Crabtree and Miller (1999) suggest that approaching a research inquiry with the
ontological assumption that truth is relative, and a constructivist epistemology provides a
cogent conceptual framework. Constructivism encourages research discovery that is
experiential, collaborative and hands-on, allowing the researcher flexibility to interact
directly with participant(s) over a period of time (Boblin, et. al, 2013; Patton, 1991).
Allowing such flexibility is crucial as participants’ patterns and unique perspectives
should inform the foundations of health interventions meant to change or support
behaviors (Rollnick, Miller & Butler, 2008); such flexibility is also crucial to a clearer
understanding the results of any intervention.
Ragin (1994) posits that the goal of social research is to examine a phenomenon
and contribute to and further the discourse by providing ideas and evidence of some
reality. Ragin provides a description of his view of social research:
Social research, in simplest terms, involves a dialogue between ideas and
evidence. Ideas help social researchers make sense of evidence, and researchers
use evidence to extend, revise and test ideas. The end result of this dialogue is a
representation of social life-evidence that has been shaped and reshaped by ideas,
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presented along with the thinking that guided the construction of the
representation. (Ragin, 1994, p. 55)
It is my belief that the cross-cultural differences between me, the researcher, and
the participants inherently suggests the social life-evidence collected in this study will
require contextual interpretation and can not necessarily be taken as self-evident. A
defining feature of qualitative research with a constructivist approach is the idea of data
being an “enhancer” to understanding (ten Have, 2004). Qualitative research, at its
foundation, is characterized less by numerical counting and statistics but more by the
unfolding of potentially complicated webs of meaning and descriptions. Ragin (1994)
contrasts quantitative data techniques as data condensers, while qualitative data
techniques are considered data enhancers. ten Have (2004) provides further insight:
The crucial feature of qualitative research, then, is to ‘workup’ one’s research
materials, to search for hidden meanings, non-obvious features, multiple
interpretations, implied connotations, unheard voices. (ten Have, 2004, p. 5)
Constructivism, along with qualitative methods, as a paradigm to understand
communication, allow me the flexibly to explore the life-evidence collected in this study.
Latitude afforded by the paradigm, allowed me to search for constructs and ideas that
may not present them self in an obvious way, may be hidden by the participants for
various reasons, or may not be clear to me due to the cultural gap between me and the
participants. For many reasons, the ability to search interpretations and unravel meaning
in a meaningful way led to many findings that I will discuss later in this exploratory.
Because the communication of health risk in Layaye is steeped in a culture nonnative to the creators and disseminators of the clean water intervention, collecting
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participant-observation data will provide increased understanding of their culture-driven
structures, motives and behaviors. The environment of structural violence, predominant
in rural Haiti, has significantly impacted the health literacy of its people, often creating
fear and suspicion, with little, if any self-efficacy (Farmer, 2004). Therefore,
understanding the clean water intervention from the participants’ perspective is key to a
better understanding of what they believe about water, how they experienced the
intervention and what parts of the intervention they considered successful, as well as
what could have been more effective.
Short-term Medical Missions as Health Interventions
A health intervention is defined as any endeavor that encourages behaviors that
improve health, whether mental or physical, or discourages behaviors that increase health
risk (Bartholomew, Parcel, Kok, Gottlieb & Fernández, 2011). Therefore, many of the
efforts in the growing field of global health mentioned earlier, such as short-term medical
missions (STMMs) are classified as health interventions. These STMMs often include lay
persons and medical professionals working together in teams “who want to give to those
who are in need of medical care” (Steinke, Riner & Shieh, 2015, p. 428). However, in
their 2012 literature review, Martiniuk, Manouchehrian, Negin and Zwi revealed that
significant opportunity for improvement exists in this type of STMM trip from planning
through evaluation. In fact, they even determined that, “there is no one term strictly used
for these types of visits. The literature uses a variety of terms including ‘medical
brigades,’ ‘volunteer trips,’ and ‘humanitarian assistance’” (p.134).
According to Rovers, Andreski, Gitua, Bagayoko and DeVore, (2014) STMMs
may be comprised of medical students, physicians, nurses, other medical professionals

39

and lay persons. They are often affiliated with government, civic or religious
organizations, medical schools and colleges. STMMs recruit volunteers, raise funds,
purchase medical supplies and provide any number of public health services. Short-term
medical missions tend to be an incongruent group, ranging from large organizations with
substantial funding and clear organization to small charity-funded organizations with
little funding that are primarily service and volunteer-based (Rovers, et. al, 2014).
This incongruence may be a reason for the lack of clear evaluative data of such
efforts in the academic literature. Therefore, the scarcity of information on STMM in
academic literature may be one reason for a lack of conceptual models or theoretical
structure found in the literature designed to evaluate them (Berry, 2014). However, as
discussed earlier, STMM participation is growing in the United States, Canada and
Western Europe. To more clearly understand why this topic is so difficult to address, it is
important to understand some of the reasons why STMM participation is growing.
Participation in STMMs. Because most STMM participants are volunteers and
most often well meaning, it can be a difficult challenge to craft and implement a plan, and
evaluate and monitor results (Berry, 2014; Rovers, et. al, 2014; Bajkiewicz, 2009; Maki,
et. al, 2008). Volunteers, whether lay or professional, indicate they participate in STMM
because of an overwhelming desire to help others (Berry, 2014.) Bajkiewicz (2009)
implies that this often impulsive, altruistic impetus driving the behavior of participating
in STMMs is a primary reason it is difficult to evaluate such activities. Berry (2014)
suggests this volunteer altruism can often lead to self-centeredness, when volunteers
“consciously or unconsciously prioritized their own wants over what might be best for
the receiving organization or community” (p. 347). In fact, this behavior can even lead to
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STMMs creating a dependency of the served community, ultimately relieving the
supporting governments from providing suitable and sustainable health care systems
(Walsh, 2004). For example, if a STMM supports a community with water filtration for
twenty-four months, that communities’ government may feel a less urgent need to
support that communities’ clean water needs. Then, if the STMM loses funding and
vacates the project, the community is left without water filtration support.
Closely related to volunteer self-centeredness is the idea of a “charity mentality”,
or reasoning that some help is better than no help at all, which can interfere with any
“emphasis on communities taking an active role in their own health” (Berry, 2014, p.
348). This charity mentality creates concern that volunteer STMMs are often not wellthought out, focused on treating acute health problems, while ignoring the the underlying
cause of disease (Green, Green, Scandlyn & Kestler, 2009). The literature points to many
STMMs’ volunteers (“voluntourists”) as being unprepared for the task, both clinically
and culturally (Snyder, Dharams, Crooks, 2011; Roberts, 2006). In fact, Maki, et. al
(2008), when piloting an assessment for short-term medical missions, found that
volunteer participants in STMMs tend to give themselves “credit” for “doing something”
even when the preparation and results of the STMM action fall short of the goals, if
measured at all.
In addition to a pure sense of altruism, those health care professionals
participating in medical mission trips report gaining a great deal from the experience,
primarily, reconnecting to the reasons they pursued careers in health (Byden, 2007). Most
involved in medical missions, professional and lay persons alike, reported feeling that
they were facilitating a transfer of skills and knowledge to their local counterparts (Berry,
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2014, Martiniuk, et. al, 2012). Those in local communities, on the receiving end of
STMMs, reported that being the recipients of these efforts was helpful, not only for the
potential specific health related results. Recipients noted that such efforts allowed others
to bear witness to their unique problems and suffering while instilling hope that
continued help would follow (Martiniuk, et. al, 2012; Buchman, 2007; Schober, 1999).
The desire to intervene and participate in health, whether globally or locally, has
existed for thousands of years (Noar, 2006). Before exploring more recent theoretical
models of health intervention, it is important to historically frame the study of health
interventions.
A Brief History of Health Intervention
Although instances of the health communication and interventions throughout
history and cultures emerged as early as the 8th century, several are recognized as
seminal occurrences leading to modern, theory-based communication practice (Noar,
2006). However, it is important to again note that until the 1990s health intervention and
promotion models in the literature primarily focused on individual behavior change from
a Western perspective (Iwelunmor, et.al, 2014). For the most part, these models ignored
cultural sensitivity, cultural-centeredness, health literacy and the impact those factors
bring to bear.
In the early 1700s, the Reverend Cotton Mather, the New England minister
notoriously known for his role in establishing the format of the Salem Witch Trials,
contrived a mass media communication plan to lessen the devastating effects of smallpox
in the Boston area (Middlekauff, 1999). Through the execution of the campaign, Mather
challenged the belief that smallpox was imposed by the will of God, a divine purge of
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evil. Around 1709, Mather learned from a slave that small pox “inoculation” successfully
deterred disease in Africa. After conducting his own research and trials, and with the
support of fellow clergy and physicians, he began a campaign to educate the immediate
population about smallpox prevention. Mather used the pulpit and pamphlet distribution
as his channels of choice (Hopkins, 2002; Paisley, 2001).
In the early to mid-1800s Dr. Sylvester Graham began his own multi-media
campaign to promote his diet based on consumption of fresh fruits, vegetables, and high
fiber, stressing the elimination of additives (alum and chloride) from baked good such as
“white” bread. Dr. Graham launched a series of articles, pamphlets, and public lectures
promoting minimal use of meat, milk and rich dairy products. Dr. Graham, a prolific
speaker and writer of the time lost steam quickly and is best known today as a forefather
of the vegetarian movement and the inventor of the graham cracker (Noar, 2006; Perloff,
2003).
A few short years after the death of Dr. Graham in 1851, a critical moment for
public health practice and epidemiology took place in London in 1854. John Snow,
considered the founder of modern epidemiology, isolated the cause of a cholera outbreak
to a particular water pump in Soho, London. Prior to the discovery and an understanding
of germ theory, disease outbreaks of cholera and bubonic plague were thought to spread
by “bad air”. Highly contagious and water-borne disease spread quickly then, often
decimating entire towns and villages. Although the town council eventually ruled out
Snow’s theories, they took immediate action; removing the pump handle and
communicating the possibility of the specific pump being the cause of the epidemic
(Markel, 2013). Not only was the science of geographic epidemiology born, but also the
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gravity and urgency of public health communication became crucial in urban public
administration. Mather, Graham, and Snow’s efforts and the public communication that
followed, demonstrated the importance of administrative responsibly to create public
efficacy through communication to prevent the spread of disease. Therefore,
communicating health concepts to the masses and the channels through which those
concepts are communicated became consequential.
Moving though time, health communication campaigns were rarely based on
specific theory or proven methods until the middle of the previous century. In 1987,
Rogers and Storey chronicled modern health communication media campaigns and
provided a working definition: ‘‘a campaign intends to generate specific outcomes or
effects (2) in a relatively large number of individuals, (3) usually within a specified
period of time, and (4) through an organized set of communication activities’’ (p. 821).
The authors began their survey by classifying the 1940s-1950s as a period of “minimal
effects”. Although theories developed during the decade such as the fear drive model
(Hovland, Irving & Kelley, 1953), health efficacy campaigns of this time fell short and
scholars provided little viable explanation or direction for future success, often blaming
the message recipients. The health belief model was the one foundational theory of the
time, developed in part for U.S. Public Health Services, still used today and considered
seminal.
The 1960s and 1970s brought a metamorphosis in health campaigns and the use
of theory became more common and multifaceted. Scholars and public health leaders of
the time began to blame campaign design and delivery methods instead of the recipients
of the messages (Rogers & Story, 1987). Delivery methods became copious and risk
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information became exceptionally complex. Rogers (1996) points particularly to the
Stanford Three City Heart Disease Prevention Program (SHDPP), a multi-media, multiarea campaign, calling the SHDPP “the most important single turning point in the rise of
the health communication field” (p.16). Two decades after the introduction of the health
belief model, theories such as protection motivation and the theory of reasoned action
began to include constructs related to biosocial determinants such as perceptions and
social influence. Bandura’s social cognitive theory, introduced in 1977, led to recognition
of the importance of biosocial factors. Attention began to turn specifically to message
design, the roots of behavior change, and other basic principles pivotal to successful
modern campaign design (Bandura, 1997).
According to Noar (2006), Rogers and Storey point to the 1980s and 1990s as a
“moderate effects era”. Campaign success continued, however, failures also occurred.
Scholars and professionals alike learned through trial and error what worked and what
did not. Many existing theories were modified and finessed. For example, the theory of
reasoned action lead to the theory of planned behavior when founder Ajzen added the
concept of self-efficacy to the theory constructs.
Noar called the post-twentieth century era one of “conditional effect”. Although a
significant amount of new theories was not introduced, we have seen a great
accumulation of campaign cases, enabling the further evaluation of what “campaign
success” looks like. Thereby, we have seen theory put into effective and creative action,
primarily, however, from a Western point of view (Iwelunmor, et. al, 2014).
Health campaigns that are well thought out and executed can significantly impact
knowledge, beliefs and attitudes - driving health behavior (Noar, 2006). Considering the
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potential scope and ambit of modern media campaigns, even a small-to-moderate success
rate means that thousands can be impacted, far surpassing any individual or group
focused intervention (Glasgow, 2002). Health communication campaigns from small to
large have proven to be a powerful tool to impact the public health of those in the United
States and around the world.
The academic literature points to models of behavior change associated with
health communication can be fundamentally grouped into two categories: those that
examine attitudes, intention and behavior falling in-line with message acceptance, and
those that examine attitudes, intentions and behavior falling in-line with message
rejection (Keller & Lehmann, 2008). It is important to note that these behavior theories
find focus in individual behavior change specifically from a Western perspective and
lens.
As recently as 2008, Keller and Lehmann supported Weinstein’s (1988) position
that there are four primary theories used when explaining individual’s formation of health
attitudes, intentions and behaviors: Protective Motivation Theory (PMT) (Rogers, 1975),
the Health Belief Model (HBM) (Rosenstock, Strecher & Becker, 1988; Rosenstock,
1974), the Theory of Reasoned Action (TRA) (Fishbein & Azjen, 1975), and Subjective
Expected Utility (Savage, 1954). All but the health belief model use a cost-benefit
approach in which the cost of a particular health behavior is weighed against the expected
benefits of the action (Keller & Lehmann, 2008; Weinstein, 1988). The four theories are
all based on the premise that the formation of health attitudes, intentions and behaviors
originate from a desire to avoid potential negative consequences (Keller & Lehmann,
2008; Weinstein, 1988).
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These models, however, do not take into account how culture or cultural
differences may impact the effectiveness of the intervention message or its success.
Recent emphasis on culture in health interventions is supported by evidence that culture
impacts health drastically. Any intervention in global health requires a clearer
understanding of the impact of culture (Betcsh, et. al, 2015; Airhihenbuwa, 2007; Dutta,
2007).
Culture is defined as, “a system of interrelated values active enough to influence
and condition perception, judgment, communication and behavior in a given society
(Mazrui, 1986, p. 239). Airhihenbuwa and Webster (2004) posit that culture can have
both a negative and positive effect on health and health behaviors. In fact, Lupton (1995)
suggests that even the practice of medicine is a cultural production. Earlier in Chapter 1
of this exploratory, I presented ways in which culture differences contribute to challenges
in communication. I also shared that it was clear how culture played a pivotal role in both
HIV/AIDs example interventions in Haiti and Africa. A cornerstone in the scholarship
regarding cross-cultural communication is research and theory grounded in specific ways
cultures can differ.
Cultural Differences and Dimensions
Scholars have identified primary cultural differences, or dimensions, that can
impact how members of differing cultural groups communicate (Hall, 1959; Hofstede,
1986; Macomby, 1998). The United States and Haiti share some cultural similarities,
however, there are marked differences based on the descriptions of culture tendencies in
the scholarship. Six of these descriptions of differences widely accepted were identified
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by Geert Hofstede in the late 1970s (Macoby, 1998; Hofstede & Hofstede, 2004;). Those
six differences are:
1. individualism verses collectivism,
2. low- verses high- power-distance cultures,
3. masculine verses feminine cultures,
4. indulgence verses restraint,
5. uncertainty avoidance, and
6. pragmatic verses normative.
In the following sections, I will discuss each of these dimensions and provide
details about how the United States and Haiti compare.
Individualism and Collectivism in Cultures. One of the major frameworks for
accounting for culture and cultural differences is based interdependence verses
independence between an individual and others in the same community (Betsch, et. al,
2016). This difference can impact communication in many ways. As highlighted earlier,
Asian cultures tend to exhibit more interdependence between individuals and the others
in his or her community. This high degree of interdependence is the primary element of a
collectivistic culture. “People in a collectivist culture are taught that their primary
responsibly is to their families, communities and employers (Floyd, 2011, p. 44).” People
in collectivist cultures handle disagreements and misunderstandings in a very indirect
manner, in fact, standing up for oneself can cause shame and embarrassment (Cai & Fink,
2002). Japan, Korea and many counties in Africa and Latin America are considered
collectivist cultures (Floyd, 2011).
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Cultures that emphasize the individual over the group are individualistic cultures
(Hofstede, 1980). People from individualistic cultures place a high value on the self and
self -reliance instead of the family, community or group (Cai & Fink, 2002). People in
individualist cultures handle disagreements and misunderstandings in a very direct
manner by expression and working toward resolution (Hofstede, 1980). Standing up for
oneself is valued in an individualistic culture (Cai & Fink, 2002). The United States,
Canada and Great Britain are considered individualistic cultures (Floyd, 2011).
According to Marc (2010), Haiti’s individualism/collectivism score is a 63, while
the United States’ individualism/collectivism score is 91. This positions Haiti as a more
collectivist culture than the United States, but still having some individualistic traits.
Low and High Power-Distance in Cultures. Another differentiator between
cultures is the degree to which power is evenly distributed. The idea of what can give an
individual power is broadly defined and can mean money or other valuable resources,
education, experience, intelligence, popularity and more (Hofstede, 1997). People who
are raised in low-power-distance culture such as in the United States, Denmark, Israel or
Australia believe that no one person or group should have too much power or control.
They believe that regardless of the advantages you possess at birth, no one person is
inherently better than another (Ambady, et. al, 1996).
According to Hofstede (1997), those raised in a low-power-distance culture will
most likely expect friendships and romantic relationships to be the result love or
attraction instead of social status or cultural sub-group. Children raised in low-powerdistance cultures commonly may ask parents and teachers, “Why?” when requested to
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perform a duty or task. Workers in a low-power-distance culture believe that a job is their
right and it is their responsibility to question authority (Floyd, 2011).
On the other hand, people who are raised in a high-power-distance culture
experience great gaps in power and resources between its people (Hofstede, 1997).
People who are members of high-power-distance cultures believe that particular groups
or classes have more power and advantages over other groups or classes (Hofstede &
Hofstede, 2004). Mexico, India and Singapore are examples of countries with highpower-distance cultures (Floyd, 2011).
According to Hofstede (1997), those raised in a high-power-distance culture will
most likely expect friendships and romantic relationships to come for their particular
class or group. Children raised in a high-power-distance culture are taught that respect
and obedience to authority is paramount. Workers in high-power-distance cultures expect
their employers to make decisions about when and how they do their work. Those
workers will not question the authority of management (Hofstede, 1997).
According to Marc (2010), Haiti’s power distance score is a 48, while the United
States’ power distance score is 40. This positions Haiti as a higher-power-distance culture
than the United States.
Masculine and Feminine Cultures. Hofstede posits that we can reflect upon
cultures based on the values that they cherish, those values which are thought of as more
masculine or more feminine (Hofstede & Hofstede, 2004). People raised in a masculine
culture place a higher value on such things as ambition, acquisition of resources and
ambition. Sex-specific roles are clear with men performing as the wage-earner and
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decision-maker, while women perform as the nurturer and homemaker. Mexico and
Japan are examples of masculine cultures (Floyd, 2011).
People raised in a feminine culture, on the other hand, value the quality of life and
service to others, which are traditionally stereotypical feminine roles (Hofstede &
Hofstede, 2004). In a feminine culture, there is less differentiation between female and
male roles. Chile, Sweden and the Netherlands are examples of a feminine cultures
(Floyd, 2011).
According to Marc (2010), Haiti’s masculinity/femininity score is 78, while the
United States’ masculinity/femininity score is 62. This positions Haiti as a more
masculine culture than the United States.
Indulgence and Restraint in Cultures. According to Minkov and Hofstede
(2011), another difference is degree to which people of a particular culture feel they are
allowed to follow their desires and dreams. People from cultures that are considered to
exhibit high indulgence, such as the United States or Australia, tend to be optimistic and
focused on personal happiness. They believe in the freedom of speech and often
encourage debate and dialogue in decision making (Minkov & Hofstede, 2011).
People who are raised in a culture that is considered high restraint, such as Russia
or many other eastern European countries, often focus on suppressing gratification and
live within strict social norms. They are often pessimistic and exhibit more controlled and
rigid behavior (Minkov & Hofstede, 2011).
Uncertain Avoidance in Cultures. According to Hofstede and Hofstede (2004),
uncertainty avoidance is another dimension that measures how a culture’s people copes
with anxiety. People raised in a culture with high uncertainty avoidance desire to make
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life as predictable as possible. In such cultures, people frequently may refer to putting
their fate in “God’s hands” if they feel they cannot control events in their lives.
Characteristically, those from a high uncertainty avoidance culture tend to be
conservative and ridged, complying with social conventions (Hofstede & Hofstede,
2004). Argentina and Uruguay are examples of societies that exhibit high uncertainty
avoidance (Floyd, 2011).
People who are raised in a culture that is low uncertainty avoidance are often
more open and exclusive and exhibit a more relaxed nature (Hofstede & Hofstede, 2004).
In such cultures, people are often more open to differences in opinion, accepting of
people who are different from them, and approach problems with less of a sense of
urgency than those of a high uncertainty acceptance culture. Jamaica and New Zealand
are considered countries with low uncertainty acceptance (Floyd, 2011).
According to Marc (2010), Haiti’s uncertainty avoidance score is 4, while the
United States’ uncertainty avoidance score is 46. This positions Haiti as a much lower
uncertainty avoidance culture than the United States.
Pragmatic and Normative Cultures (The Long-Term Orientation). According
to Hofstede (2011), the long-term orientation relates to the need of a people from a
particular culture to explain the unexplainable. A close correlation can be made with this
dimension and nationalism and religiosity. People who are raised in a pragmatic culture
often exhibit modesty and thrift and are much more long-term oriented. Education has a
high value and obligations are honored. People who are raised in a pragmatic culture
often reflect on what is true, asking questions like, “What?” and, “How?” (Hofstede,
2011).
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According to Hofstede (2011), people raised in a normative culture tend to be
religious and nationalistic. They are likely to oversell themselves, highly valuing their
own rights and values. They are less willing to compromise on positions as such
compromise can be seen as weak or negative, yet they exhibit a high desire to please
parents or others in authority (Hofstede, 2011).
According to Marc (2010), Haiti’s long-term orientation score is a 72, while the
United States’ long-term orientation score is 29. This describes Haiti as a more pragmatic
culture than the United States.
Two additional dimensions of culture that can lead to difficulties in the
communication process were identified and posed by Edward T. Hall (1959):
1. low- and high- context,
2. monochromic and polychromic.
Low- and High- Context Cultures. Another differentiator between cultures is
how direct or explicit the culture’s members are in the communication process (Hall,
1959). In low- context cultures, people tend to be direct and explicit in their
communication. An individual from a low-context culture is more comfortable
expressing their opinions verbally and exercising their ability to persuade others (Hall,
1959). Most norther European counties, Canada and the United States are considered
low-context cultures (Floyd, 2011).
Members of cultures considered high-contexts, however, tend to speak much less
explicitly or directly (Ambady, Too, Lee, & Rosenthal, 1996). Maintaining harmony and
avoiding offense are much more important to members of high-context cultures
(Ambady, et. al, 1996). People who are members of high-context cultures convey more

53

meaning in subtle behaviors and gestures; they communicate in a more ambiguous
manner and rarely speak their mind. Korean and Native American cultures are considered
high-context cultures (Floyd, 2011).
As indicated, the United States is considered a low-context culture. Haiti on the
other hand, is a high-context culture, according to Foster (2002), in Global Etiquette
Guide to Mexico and Latin America:
Most Haitians are high-context communicators; nevertheless, they are
demonstrative, warm and gregarious and love a good conversation. Once it gets
going, expect forthright and direct communication. Haitians want sooth
interpersonal working relationships, especially with outsiders, and may sometimes
reassure you that everything is okay and that all is in order - even when it may not
be. This is not based on desire to deceive but rater on a need to appear capable,
and not to lose face in the eyes of people from cultures with great resources.
(Foster, 2002, p. 239)
Monochronic and Polychronic. A culture’s perspective on time can also present
challenges to the communication process (Hall, 1959). Hall and Hall (1990) describe
cultures which value time as a commodity as monochronic. Individuals from such
cultures, “save time, fill time, invest time, and waste time as though time were tangible
(Floyd, 2011, p. 47).” The United States, Germany and Switzerland are examples of
cultures that are monochronic. Individuals from monochromic cultures value being ontime for meetings and events and expect such things to begin on-time (Hall, 1959).
Individuals from polychromic cultures view time as being fluid and much less
firm or structured (Hall & Hall 1990). Latin America, the Middle East and sub-Saharan
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Africa are examples of cultures that are polychronic (Floyd, 2011). Polychronic cultures
do not view time as finite and manageable. Instead, individuals from polychromic
cultures “attach greater value to the quality of their lives and their relationship with others
(Floyd, 2011, p. 47).”
According to Corbett and Fikkert (2015), the United States is firmly a
monochronic culture, while Haiti is a clear polychromic culture. Therefore, American’s
place a much higher value on time and their ability to manage time than Haitians.
The culture differences outlined above can impact the communication between
short-term medical mission workers from the United States and the Haitians they serve.
These differences can be particularly challenging when the topic of communication is
health (Wright, Sparks & O’Hair, 2012; McKenzie, Tuck & Noah, 2011; Gupta, Wells,
Horwitz, Bia & Barry, 1999). The impact of the challenges these differences create can
affect the outcome of any cross-cultural health intervention, therefore, exploring cultural
communication constructs in health is important in process of selecting a theoretical
structure for this exploratory.
Cultural Sensitivity and Culture-Centeredness in Health Communication
Cultural Sensitivity Approach. From a Western lens, crafting messages and
programs with the target population’s culture at their center is a result of large-scale
immigration patterns to the United States and other Western nations mentioned earlier
(Dutta, 2007). With the goal of increasing the effectiveness of health communication, the
cultural sensitivity approach focuses on creating and adapting communication about
health to the characteristics of a culture including experiences, values, beliefs and the
norms of the targeted population throughout all stages of a health intervention (Resnicow
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et. al, 2002). Dutta (2007) explains, “Being culturally sensitive means offering
communication solutions that fit the cultural characteristics that are considered relevant
by the health communicator (p. 306).” In other words, the way we communicate to
communities should be informed by that community’s culture. Previously, the common
health communication paradigm was practiced and theorized from in a top-down manner
(Airihenbuwa, 1995). The cultural sensitivity approach is a a significant adaptation from
that model. Scholars agree that using health communication to drive behavior is more
effective when informed by the target community’s culture (Brislin & Yoshida, 1994;
Lupton, 1994; Airihenbuwa, 1995; Dennis & Giangreco, 1996; Jackson & Hayes, 1992;
Ulrey & Amason, 2001, Dutta, 2007; Airhenbutwa, 2015).
In the cultural sensitivity approach, the communicator or expert categories culture
as a combination of practices, beliefs and values within a clearly defined target
community (Brislin & Yoshida, 1994; Dutta, 2007). The health communicator selects
from those categories the elements that can be incorporated into the crafting and delivery
of a health message; therefore, culture is considered static and defined by the health
communicator (Dutta, 2007). Existing processes of communication are chosen to fit the
cultural characters of the target community. Although great consideration is given to the
cultural characteristics of a community, experts external to the community determine the
relevant cultural characteristics, method of message delivery and evaluative processes
(Dutta, 2007).
However, the understanding of culture by the health communicator can often be
“misguided because of faulty priorities that have been predetermined, and it runs the risk
of marginalizing and stigmatizing cultural members by pushing messages that undermine
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the agency of cultural participants (Dutta, 2007, p. 323). The power in this approach
remains with the expert and communication and is for the most part one-way, from the
health communicator to the target community. Culture and the community are set apart,
objectified and viewed through the lens of the communicator’s choosing (Dutta, 2007;
Escobar; 1995). Health communication founded in a cultural sensitivity approach is
marked by minimal involvement on the part of the communicator to the community. It is
rarely informed by the community or time spent with the community but based on
external research and communication research methodology (Dutta, 2007).
Culture-centered Approach. The culture-centered approach to health
communication closely considers the voices of subaltern groups, groups in the condition
of “being under”. Often the subaltern voice is most noted by its absence or silence (Dutta,
2007; Beverly, 2004; Escobar, 1995; Guha, 1982). Therefore, the goal of the culturecentered approach to health communication is “to offer an alternative entry point for
theorizing and practicing health communication by highlighting the absences and/or
silences in current health communication theory and practice, and by presenting voices of
the marginalized sectors through engagement in dialogue (Dutta, 2007, p. 310)”. Culturecentered approaches to health communication centralize the voices of the community in
identifying and solving health problems (Airihenbuwa, 1995; Dutta-Bergman 2004a;
Dutta-Bergman 2004b; Dutta 2007).
In a culture-centered approach, meaning is constructed between members of a
community and within that community. It is dynamic, ever-changing and subject to the
structure in which the community lives and operates including politics, global shifts in
power, economics and more (Airihenbuwa, 1995). A culture-centered approach identifies
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the relationship between the community members and this structure, identifying
constraints and limits that the health communicator may not fully understand. These
constraints and limits can be critical to intervention success in marginalized sectors of the
world, including the community participants in this study. Interventions as well as
theories about health within a community are created through engagement and meaningmaking with community members. In a culture-centered approach to health
communication, accepted Western paradigms and medicalized ideologies are often put
aside, replaced by the community-specific understanding of health and healing (Dutta,
2007).
The community-specific understanding derived from the culture-centered
approach becomes the lens to better understand health behaviors instead of Western or
medicalized ideologies. The community identifies its own problems, prioritizes those
problems, then crafts, executes and evaluates the solutions. The community is central to
the health communication effort thereby accepting agency for their health. This approach
commits the researcher to understanding that “humans have the capacity to understand
their own environments, to understand the context within which their health is enacted,
and to act within and with these contexts to create and recreate their health experiences
(Dutta, 2007).” The culture-centered approach rejects the idea that community members
are simply passive, grateful receivers of health messages from experts who know better.
The role of the health communicator is one of co-participant, simply bringing volume to
the voice of the community.
However, even in the most culture-centered approach, we must consider the
inherent challenges as a result of the cross-cultural interactions between those that plan
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and execute the intervention and the community members who experience the
intervention.
Cross-Cultural Conflict and Face-Negotiation
Deriving the tenants of face-negotiation theory from the work form the research
of Goffman (1955) and Brown and Levinson (1987), Ting-Toomey posits that the theory
provides a framework for exploring differences and similarities in face and facework,
particularly in conflict situations between members of different cultures (Oetzel & TingToomey, 2003; Putnam & Pool, 1987; Sternberg & Dobson, 1987). Ting-Toomey (1994,
p. 360) defines conflict as, “the perceived and/or actual incompatibility of values,
expectations, processes or outcomes between two or more parties over substantive and/or
relational issues”. The face negotiation theory which posits that in different cultural
groups, the face is a mechanism to manage conflict that is a direct result of cross-cultural
engagement, such as the health intervention discussed in this exploratory (Ting-Toomey,
1988).
According to Oetzel and Ting-Toomey (2003, p. 600), “Face represents an
individual’s claimed sense of positive image in the context of social interaction. Conflict
management style refers to general tendencies of patterned response to conflict in a
variety of antagonistic interactive situations.” The face negotiation theory suggests that:
1. People in all cultures try to maintain and negotiate face in all communication
situations;
2. The concept of face becomes especially problematic in uncertainty situations
when the situated identities of the communicators are called into question;
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3. Cultural variability, individual-level variables and situational variables
influence cultural members; selection of one set of face concerns over others;
and,
4. Subsequently, face concerns influence the use of various facework and
conflict strategies in intergroup and interpersonal encounters. (Oetzel & TingToomey, 2003, p. 600).
Oetzel and Ting-Toomey (2003) assert that face is an attempt to reconcile
differences based on conflict style. Although individuals and cultural groups have a
tendency toward a conflict style, it is possible to alter or modify conflict style based on
the particular situation, often in a performative style. Ting-Toomey and Kurogi (1998)
demonstrate three face concerns related to the face-negotiation theory: self-face or
concern for one’s own image; other-face or concern for another’s image; and, mutualface or concern for both parties or for the relationship. These concerns tend to differ
based on cultural dimensions such as individualism and collectivism (Hofstede, 1991,
Ting-Toomey & Kurogi, 1998).
A direct correlation can be drawn here between the mission volunteers and the
participants of this study and the communication patterns exhibited during the data
collection efforts. Each groups’ members are from different cultures and present different
cultural dimensions, which directly impact conflict style (Cupach & Canary, 1997;
Putnam & Pool, 1997, Wilmot & Hocker, 2001). Members of individualistic cultures,
such as the mission volunteers from the United States, tend to use more dominate and
confrontational conflict strategies while offering “self-face”, while members of more
collectivistic cultures, such as the participants from Haiti, tend to avoid conflict and adopt
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a more cooperative style and offer “other-face” (Elsayed-Ekhouly & Buda, 1996,
Gabrielidis, Stephan, Ybarra, Des Santos Person, & Villareal, 1997; Ting-Toomey &
Kurogi, 1998; Ohbuchi, K., Fukushima, O. & Tedeschi, J. T., 1999). The inherent desire
to perform facework will become evident in Chapter 5 in interview and focus group
transcripts.
Because of the demonstrated importance of cultural sensitivity and culturecenteredness to the outcome of health interventions, the choice of a guiding theoretical
structure for this study must showcase culture at its core. One theoretical model that
seeks to clearly center culture and its nuances and dimensions in our understanding of
health and behavior is the PEN-3 cultural model.
Guiding Theoretical Structure: PEN-3 Cultural Model
The PEN-3 cultural model (PEN-3) was developed by Collins Airhihenbuwa in
1989 and clearly places culture at the core of the successful development, implementation
and evaluation of health interventions (Airhihenbuwa & Webster, 2004; Airhihenbuwa,
2007). Airhihenbuwa developed PEN-3 in response to the lack of accounting for culture
in explaining health outcomes and developing health interventions (Iwelunmor, et. al,
2014; Airhihenbuwa, 1990; Airhihenbuwa, 1989). Airhihenbuwa believes:
. . .that to explore the influence of culture on individual health is ‘to recognize the
forest is more important than the individual tree’ (Airhihenbuwa, 1999). Also,
exploring the cultural context of the forest allows one to understand and
appreciate the ways in which the individual trees are shaped as well as explore the
roles, connections, and relationships (whether positive or negative) that exist
between the trees (Singhal, 2003, as cited in Iwelunmor, et. al, 2014, p. 21).
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PEN-3 presents culture as a virtual mesh that connects how an individuals’ health
behaviors and perceptions of health are understood and defined (Airhihenbuwa 1995;
Airhihenbuwa, 2007). Not a linear model, PEN-3 acknowledges “that these perceptions
of actions are building blocks in constructing health beliefs that are reproduced to express
their cultural beliefs (Iwelunmor, et. al, 2014). The model provides an organizing
framework to help define health problems and seek resolution to those problems, all
while encouraging positive values, not negative ones (Airhihenbuwa, 1995;
Airhihenbuwa, 2007). At the publication of their 2014 literature review, Iwelunmor, et. al
note that PEN-3 has been used to formulate and study a wide range of health
interventions addressing such challenges as “HIV, cancer, hypertension, diabetes,
malaria, nutrition, and smoking (p. 22).”
The PEN-3 culture model presents three domains, each with factors that form the
acronym PEN. The first domain, Cultural Identity, includes Person, Extended Family and
Neighborhood. The second domain, Relationships and Expectations, includes
Perceptions, Enablers and Nurturers. And finally, the third domain, Cultural
Empowerment includes Positive, Existential, and Negative (Airhihenbuwa, 1999) (see
Figure 2.1).
In PEN-3, a broader social and cultural context is used to observe and assess
personal actions. Although PEN-3 calls for the examination of the same characteristics of
behavior that a more conventional study would, it requires a broader focus on how
culture defines our roles, perceptions and expectations. In this domain, PEN-3 projects
culture on a continuum, a form of scale measurement positioning cultural empowerment
within the belief that culture can impact health and health intervention, ranging from
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good to indifferent to bad. The Cultural Empowerment domain ensures crafters of health
interventions not only consider the “bad” but consider how to leverage the “good”. PEN3 insists that “regardless of the point of intervention entry, the positive aspects of
behavior and culture must be identified as the first priority, otherwise the interventionist
could become part of the problem (Airhihenbuwa & Webster, 2004). Airhihenbuwa and
Webster (2004) provide the definitions for the PEN-3 factors in the Cultural
Empowerment domain (see Table 2.2). The first factor in the Cultural Empowerment
domain is Positive, “Values and relationships that promote the health behavior of
interest.” (p. 4-13) The second factor in this domain is Existential, “Values and beliefs
that are practiced in the culture but pose not threat to health.” (p. 4-13) The third factor in
this domain is Negative, “Values and relationships examining the context of behavior,
including policy environment; income and wealth of individuals, communities and
society, the position of women in society relative to decisions about sexuality, and the
particular context of the health behavior in question.” (p. 4-13)
Airhihenbuwa and Webster (2004) provide the definitions for the PEN-3 factors
in the Relationship and Expectations domain (Table 2.1). The first factor in the
Relationship and Expectations domain is Perception, the ‘knowledge, beliefs and values
in decision making that are focused on either individuals or groups, or the
complementarity of emotion and rational cues to behavior actions.” (p. 4-13) The second
factor in the domain is Enablers, “resources and institutional support, soci-economic
status, wealth (assets over liability) as a measure of resources and power, and costs and
availability of services. . .” (p. 4-13) The third factor in the domain is Nurtuers,
“Supportive and/or discouraging influences of families and friends including eating
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tradition, community and events, spirituality and soul, values of friends, and marriage
rules and expectations.” (p. 4-13)
The PEN-3 Cultural Model recognizes that an individual’s identities influence
decision making and are an important part of point of entry decision in an intervention.
The model also recognizes that most individuals manifest multiple identities which often
creates a situation in which interventionists must consider multiple points of intervention
entry. Airhihenbuwa and Webster (2004) provide the definitions for the PEN-3 factors in
the Cultural Identity domain (see Table 2.3). The first factor of this domain, Person, “The
degree to which the person may be dealing with the notion of double consciousness, the
degree to which the cultural context and language of the culture focuses on seniority
rather than gender, and the quality of reasoning which means the behavior does not
change as a result of quantitative reasoning, such as knowing the prevalence rate of HIV
in one’s community or knowing how to put on a condom.” (p. 4-13) The second factor in
this domain, Extended Family, “Intervention may need to focus on gender and generation
depending on the focus of the intervention, consumption patterns relative to the role of
food in maintaining good health, and communication channels relative to the direction of
communication...” (p. 4-13). The third factor of this domain, Neighborhood, “This relates
to a community’s capacity to decide on billboard advertising and communication in their
community, or the economic status and power structure of the community in dealing with
… (issues regarding health) . . . from a culturally appropriate perspective.” (p. 4-14).
PEN-3 allows interventionists a framework to identify and categorize relevant
sociocultural issues into the nine categories discussed. I selected the PEN-3 model
because of its success in identifying such sociocultural issues, and therefore, potential
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areas of conflict and reasons for non-compliance. Later, in Chapter 3, a further
explication of this theory and the application process of PEN-3, post-intervention with
specific examples from the study data will be discussed.
Purpose of the Study and Research Questions
The residents in and around Layaye have been the benefactors of independent aid
resources from a large Catholic church in the Southeast since 2002. As a part of the
ongoing relief and aid efforts, health services and health education are delivered by health
care professionals, educators, and volunteers from the Cathedral parish and the
surrounding metropolitan area. In recent years, the ministry group (MG) implemented
several clean water initiatives including the distribution of “bucket” water filtration
systems and assistance in building sand filters. Both filtration systems were to be shared
between several families living in close proximity to each other. I had the opportunity to
observe and participate in the ongoing service project in Layaye, specifically in the
implementation of understanding the need for, and developing clean water education.
My goal was to explore through a longitudinal ethnomethods format, the clean
water initiative that was implemented in 2011. According to Psathas (1968),
ethnomethods take into account the reality of participants in their everyday life and the
social structures in which they live. Because I, as the researcher of this study, come from
a different culture than the participants, I must attempt, in the best way possible, to
understand the phenomenon of the water intervention from the perspective of those
participants. Their perspective differs from my perspective or the perspective of the
STMM group members who planned the intervention. To gain insight into this
perspective, I must gather evidence about the manner in which the participants make
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sense of their everyday, structured, and social reality, from a variety of sources. In the
beginning of Chapter 3, I will further examine ethnomethods and discuss why I chose this
approach.
In this undertaking, I will reflectively evaluate the installation of the Layaye water
intervention and how community members utilized the systems installed. Learning from
their experience about the intervention should offer significant insight into culturally
appropriate health improvement efforts not only in Layaye, but elsewhere in the world.
RQ1: What do community members value about water in Layaye, Haiti?
RQ2: How did Layaye community members experience the clean water
intervention?
RQ3: What does longitudinal data analyzed using the PEN-3 cultural model
indicate about the intervention?
Significance of Study
With continued growing interest in the importance of cultural sensitivity, culturecenteredness and health literacy in modern health interventions, exploring and evaluating
interventions such as this are critical to forwarding the academic literature (Wright, et. al,
2012; McKenzie, et. al, 2011). The void of modern healthcare in Layaye as described in
this work presents extreme challenges in supporting self-efficacy and driving desired
health behavior change. A term generally ascribed to twentieth century sociologist Johan
Galtung, Paul Farmer frequently employs “structural violence” to characterize the dire
circumstances in Haiti. From an anthropological perspective, the term can be used “to
describe ‘sinful’ social structures characterized by poverty and steep grades of social
inequality, including racism and gender inequality,” a kind of systematic oppression that
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takes place over time (Farmer, 2004, p. 307). Because this oppression is systematic, it
also plays into the consideration of culture in the design and plan of an intervention. This
environment of structural violence, predominant especially in rural Haiti, has
significantly impacted the health literacy of its people, often creating a vacuum of fear
and suspicion, with little, if any self-efficacy.
The residents in and around Layaye, Haiti possess traits consistent with
individuals considered to be part of a vulnerable population. Because of the extent of
multiple health problems and extreme cumulative health risks, it is important that we
consider the physical, psychological and social impact of any intervention activity in such
a participant group. Chernew, Fleming, Mahoney, Nash and Surles (2006) define
vulnerable populations as those that “include the economically disadvantaged, racial and
ethnic minorities, the uninsured, low-income children, the elderly, the homeless, those
with human immunodeficiency virus (HIV), and those with other chronic health
conditions, including severe mental illness. It may also include rural residents, who often
encounter barriers to accessing healthcare services.
The vulnerability of these individuals is enhanced by race, ethnicity, age, sex, and
factors such as income, insurance coverage (or lack thereof), and absence of a usual
source of care. Their health and healthcare problems intersect with social factors,
including housing, poverty, and inadequate education. The participants studied here
reside in a perfect storm of health literacy challenges. They live each day with great
health risks, some known, and some unknown. The cholera epidemic, although new by
disease event standards, may not be clearly understood by the population. Therefore, the
solutions for preventing cholera from a Western lens may not be obvious or successful.
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Creation and execution of any communication plan in rural Haiti is wrought with
challenges even beyond those outlined here. Any health communication system in
Layaye must be developed with creativity and dedication to the cause. While the use of
proven theory as well as previous experience grounds my work, a reflective process of
learning about the intervention employed has produce new knowledge about transferring
a Western resource to a low literacy non-Western context. In order to clearly understand
the challenges and complexities of health interventions and the impact of the herein
explored intervention in Layaye, it is important to review conceptual foundational
theories most commonly associated with health interventions and the challenges of
communicating about health cross-culturally.
Chapter 3: Research Methods
To explore my research questions, I employed constructivism with ethnomethods
to gather multiple sources of data that demonstrate participants’ experiences, meanings
and opinions regarding health communication and the prevention of disease. Specifically,
I explored the methodological approach in following Lincoln and Guba’s ideology that
the purpose of inquiry through research is “to resolve the problem in the sense of
accumulating sufficient knowledge to lead to understanding or explanation,” (pp. 226227). I sought to collect the most informative data to achieve answers to my research
questions.
Coined by Harold Garfinkel in 1964, ethnomethodology is defined as, “the
investigation of the rational properties of indexical expressions and other practical actions
as contingent ongoing accomplishments of organized artful practices of everyday life. (p.
226). According to Psathas (1968), the ethnomethodologist concerns himself with every
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day “methods” of life, the methods persons employ each day to construct reality in
society. Psathas goes on to say that:
The challenge to the social scientist who seeks to understand social reality, then,
is to understand the meaning that the actor’s act has for him. If the observer
applies only his own categories or theories concerning the meaning of acts, he
may never discover the meanings these same acts have for the actors themselves.
Nor can he ever discover how social reality is ‘created’ and how subsequent acts
by human actors are performed in the context of their understandings. (p.511)
The methods and procedures used in an ethnomethods study are dictated by the
nature of the phenomenon being studied (Garfinkel, 2002, 1984, 1964; Rawls, 2000).
Because ethnomethodology is the study of how persons make patterned, ordered, social
meaning in everyday life, there are no specific restrictions on the method or procedures
used by the researcher. It is common for ethnomedological studies to contain multiple
types of data sources and variations on standardized procedures (Garfinkel, 2002, 1984,
1964; Rawls, 2000; Psthas, 1968). Ethnomethods allowed me flexibility in data source
use and structure of methodological approach in a complex study.
Method: Template Approach and PEN-3 Cultural Model
When identifying and establishing themes where the richest data (as it relates to
the research questions) can be found, Crabtree and Miller (1999) suggest an a priori
framework, or template approach (Brooks, McCluskey, Turley & King, 2015). In their
2015 review, Brooks, et. al purport that template analysis is centered in the use of
hierarchical coding yet allows for the flexibility to adapt the template to the needs of a
particular study. This approach allows for the use of multiple data sources like interview
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or focus group transcripts (Kirby-Geddes, King & Bravington, 2013; Goldscmidt,
Scmidt, Kransik, Christensen & Groenvold, 2006), impressions which arise during the
collection of data (Waddington & Fletcher, 2005), artifacts such as photographs and use
of an existing theory or model. In this exploratory, multiple data types, collected over two
different time periods will be analyzed using the procedural steps of template analysis
(King, 2012), applied using the PEN-3 cultural model application (Airhihenbuwa &
Webster, 2014).
Study Design
Data was collected during two different periods in 2013 and 2014. Data collection
efforts that occurred in February 2013 and July 2014 were submitted to and approved
independently by the University of Memphis Institutional Review Board. As the lead
researcher and member of the team delivering the water intervention, I was the primary
person responsible for the collection of data during these two data collection efforts.
Phase 1 data collection (P1) took place in February of 2013. P1 consisted of
participant observation, interviews, focus groups, photographs, and field notes and took
place in February of 2013 in Layaye, Haiti. This data was collected after the
implementation of the clean water filter projects. Based on the initial data collection
effort in P1, I planned and executed in June of 2014, a twelve-month health education
strategy which consisted of three primary elements:
1. The first element was three by five-inch cards containing clean water
information obtained from the Centers for Disease Control and designed for
use in Haiti. One side of the card contained information in Haitian Creole, the
opposite side contained the same information in English. Three hundred of the
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cards were provided to Health Care workers, employed by the church to
deliver health information, vitamins and deworming medication to the
residents. The Health Care workers traveled by burro into the surrounding
areas to fulfill their duties and passed out the clean water cards to households
supported by the clean water efforts.
2. The second element was a community health bulletin board located outside
the church in Layaye. Community leaders built the board. I selected material
for the boards from the Centers for Disease Control, all pertaining to clean
water and presented in Haitian Creole. A local community member was
responsible for changing the information on the board on a monthly basis.
3. The final element was a cell phone messaging program that we tested with
volunteers from the community. A list of twelve clean water messages, all 140
characters of less and corresponding to the cards and posters, was developed.
These messages were delivered to the participants who provided their cellular
phone number.
The program was executed by the U.S. based church volunteers with help from
the local church members. Materials and instructions were provided to the participants in
Layaye in six-month increments for implementation. Although not central to this
exploratory, the education process was the original goal and result of P1, therefore
important to the framing of the entire effort. Much of the material used was taken from
Centers from Disease Control campaigns regarding clean water efforts in Haiti. I did not
craft or interpret the messages for these elements. I did not deliver the materials to
Layaye or provide any training for residents for Layaye regarding the material.
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Phase two data collection (P2) took place in June and July of 2014. P2 included
interviews, photographs, and field notes and took place in June and July of 2014 in and
around Layaye, Haiti, over a two-week time period. The data was collected after the
implementation of the clean water filter projects, and after the establishment of a health
education strategy supporting the clean water initiative.
Setting. Since 2005, I have been involved with a STMM through a large church
in the southeastern United States. In October 2012, while in Layaye, two senior members
of the ministry shared this planned intervention with the village council, the local
managing priest, a group of ten adult residents, and the administrator of the area schools.
Because of the critical nature of the post-earthquake cholera epidemic, the Layaye
leadership unanimously supported this research project. In the United States, both cochairs of STMM’s board and the managing rector of the church provided approval for the
project.
In February 2013, I was part of the three-person team that travelled to Layaye for
the purpose of evaluating the status of the ongoing clean water efforts and determining
the next steps in clean water education. The research, which included two research
assistants, one interpreter and me, collected data. One of the research assistants had
traveled to Layaye many times over ten years on previous medical aid trips and had
experience working with the population in the geographic area. The interpreter was
indigenous to the area and lived in Hinche, in the Central Plateau, at the time of the study.
I leveraged their experience to assist in collecting consent documentation, setting up the
focus group and interview areas, and creating a willing environment for participants.
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Through the services of Matthew 25 House (a Catholic Charities mission
organization), the interpreter was arranged for the trip at a rate of $50 per day. The
interpreter was skilled in French, English and Haitian Creole and traveled with the team
from Port au Prince to Layaye and back. The team requested an interpreter having
medical aid mission training so that medical terminology and concepts could be
interpreted. The STMM group used the services of Matthew 25 House interpreters for ten
years with great success. Prior to the beginning of the study, the researchers met at the
trade school in Layaye to discuss focus group and interview protocol with the interpreter.
In June 2014, based on the data collection effort in February of 2013, I executed
the three-part intervention referenced above. I planned and initiated this education
intervention to coincide with additional efforts to provide the residents of Layaye with
clean water sand filters. Efforts to evaluate the results of any health intervention in
Layaye are hampered by the lack of reliable population health statistics and health
reporting, and the transient nature of many of the residents.
Phase 1 Procedures
Phase One Description. Phase one data includes the transcripts from two (2)
focus groups, three (3) interviews, thirty (30) photographs and researcher notes. All focus
groups and interviews were conducted by the primary researcher who was assisted by the
translator and one or more of the two (2) research assistants. The focus groups and
interviews took place on church property (sanctuary, rectory, trade school or secondary
school) in the village except for the interview with the clinic owner, which took place at
the for-profit clinic in the village. Focus group and interview participants (n=22) were
over the age of eighteen and consented in writing in either English or Haitian Creole.
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Focus groups and interviews were audio recorded on-site, then later transcribed by the
researcher.
During the focus groups and interviews, I asked questions and probed speaking in
English. The translator would translate my questions and comments in Haitian Creole.
Participants would respond in English or Haitian Creole, depending upon their comfort
with English. The translator and I would repeat what we heard for validation between
each other. We continued this process until we both believed we had understanding.
P1 Recruitment and Participants. To facilitate P1, I used snowball and
opportunistic sampling by asking the village priest and one of the healthcare workers to
arrange for participants for the focus groups and interviews. According to Creswell
(2007), snowballing and opportunistic sampling involves the researcher using people as
the main source of identifying participants. The participants were pre-selected by the
village priest prior to our arrival in Layaye. The focus group and interview schedule,
participant inclusion and exclusion criteria were provided to the priest on January 31 to
allow for planning and participant selection. The priest verbally asked prospective
participants for cooperation and participation.
Focus groups and interviews in P1 included adult residents of Layaye and
surrounding area, health care workers who support Layaye, students and instructors from
at least two of the seven area schools (age 18 – 25), and the owner of the for-profit clinic.
Exclusion criteria in P1 included individual residents of the area who do not speak either
Haitian Creole or English fluently and would not agree to or provided consent. Advisors
who were involved with the population suggested, due to their previous experience,
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interviewing both men and women. Both sexes have critical roles in the family
environment and share health care responsibilities in Layaye.
There were no perceived physical, social or legal risks involved with
participation. Emotional discomfort was a possibility for participants due to the sensitive
nature of health topics. All though the situation did not present itself, I planned to give
participants time to gather their thoughts. If the response was too great to overcome, the
participants could choose to withdraw. Additionally, the following language was included
in the consent form; “There are no serious perceived risks involved in your participation.
However, you may get emotional when sharing your experiences, which is normal and
understandable. We can pause to rest at any time during the interview or stop if you
chose to do so. You may leave at any time.”
No compensation was provided to the participants beyond crackers, individually
boxed raisins and bottled water. The primary potential benefit of participation was the
opportunity for participants to tell their story. By telling their story, they may help others
make informed decisions about health. By my learning more about participants’
experiences, the research project’s findings could contribute to the increased
effectiveness of health communication in their geographic region, impacting their
families and neighbors. Additionally, the following language was included in the consent
form, “By participating in this study, you are helping us to better understand how to
improve communication between health care providers and you and your community.”
Focus Groups. To explore the research questions, over five days I led two video
recorded focus groups and three interviews in the trade school (see Photograph 4.1.4), the
Catholic Church (Photograph 4.1.13), the church rectory (Photograph 4.1.1 & Photograph
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4.1.5), and the primary school (Photograph 4.1.13). The focus groups consisted of one
group of adult secondary school students, one group of adult trade school students. Two
researchers also took detailed notes during each engagement.
Participants granted consent by executing a University of Memphis IRB approved
consent form. Participants had the option of receiving either a Haitian Creole version or
an English Language version of the consent form. If a participant could not read Haitian
Creole or English, the interpreter read and explained the consent documents.
I maintained a semi-structured approach to the interview questions. To stay true to
the approach, focus group questions, loosely designed, served only as a guide to
discussion (see Table 3.3).
Interviews. Kvale and Brinkmann (2009) also warn researchers that focus groups
can become difficult to manage and control. Often, one or more participant may lead the
conversation strongly in a direction that may not have been the case in his or her absence.
As a control-measure I also conducted conceptual one-to-one interviews following the
focus groups.
To explore the research questions, over five days I led three interviews in the
church rectory, the for-profit clinic in Layaye (Photograph 4.1.12). The three interviews
consisted of two health care workers, the for-profit clinic owner, and a resident at large
from Layaye. Two researchers also took detailed notes during each engagement.
Participants granted consent by executing a University of Memphis IRB approved
consent form. Participants had the option of receiving either a Haitian Creole version or
an English Language version of the consent form. If a participant could not read Haitian
Creole or English, the interpreter read and explained the consent documents.
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I maintained a semi-structured approach to the interview questions. To stay true to
the approach, interview questions, loosely designed, served only as a guide to discussion
(see Table 3.3).
Photographic Evidence. Throughout P1, I photographed any instance (as
identified by research team, participants, or me) of evidence to the support or better
understand the clean water efforts or the participants. Each evening, I reviewed the
photographs with the research team and noted observations.
Researcher Journal. Throughout P1, I maintained a daily journal, reflecting each
evening on the progress of the day and any other items of significance.
Phase 2 Procedures
Phase Two Description. In May of 2014, I contacted R3 and R4, asking for their
help in collecting additional data. I offered to pay each one-hundred dollars ($100) upon
the completion of the data collection effort. Researcher three (R3) asked that I provide
one iPhone 4, without service, instead of the monetary compensation, and I agreed. In
early June, through two phone conversations, text messages and one Skype session, I
provided R3 and R4 information about the purpose of the data collection effort. I also
provided them with information about informed consent and how to collect the required
consent documentation. I provided a list of interview questions (Table 4.2.1). Finally, I
walked through information about the use of photographs in the data collection effort. We
also discussed how to maintain the data in table format on a laptop computer and how to
transfer photographs from their phones to a single MS Word document, categorized by
photograph type and participant.
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The research assistants were asked to randomly select eight to ten community (810) members representing Layaye and each of the surrounding villages. I allowed the
research assistants flexibility in choosing those community members based on the foottravel between villages, convenience (i.e. people home when they arrived), and location
of suspected water supply (i.e. not all participants to rely on the same water supply).
Over two days in June, the research assistants traveled on-foot to individuals’
homes, obtained consent from eight (8) members of the community, conducted
interviews, and observed demonstrations. First, after obtaining consent, they asked each
participant a series of fifteen (15) questions (Table 4.2.1). After obtaining responses to
the fifteen (15) questions, they asked the participants to demonstrate how he or she
collects water from its natural source, filters or cleans the water, and how the water is
stored. Researcher three (3) and R4 photographed the natural water sources, the
collection vessels, and water-cleaning and storing methods.
Finally, R3 and R4 asked each participant eight (8) additional questions after the
demonstration. Responses were organized by participant and question, then saved in an
MS Word document. Photographs were included in the document, organized by
participant. Lastly, they emailed photographs of each consent document as well as the
completed results document to me for review. The consent documents were then
destroyed, with the electronic record maintained on my laptop computer in a password
protected file.
After the data collection effort, we debriefed on the telephone. Researcher three
and R4 were informed of the post-interview debrief and instructed to discuss the
interview immediately following each interviews’ conclusion. I asked them to make note
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of things they found unique to the interview, consistent with other interviews, and
surprisingly not present in the interview. When R4 returned to the U.S. in early August,
we met face-to-face to further discuss the data collection effort and its results.
P2 Recruitment and Participants. Participants in P2 were identified by my coresearchers. Through opportunistic sampling, they chose one adult resident from each of
the seven villages as previously described. Exclusion criteria included individual
residents of the area who do not speak either Haitian Creole or English fluently, were not
subject to the clean water initiative, and did not agreed to or provided consent. Advisors
who have been involved with the population suggested, due to their previous experience,
interviewing both men and women. Both sexes have critical roles in the family
environment and share health care responsibilities.
There were no perceived physical, social or legal risks involved with
participation. Emotional discomfort was a possibility for participants due to the sensitive
nature of health topics. All though the situation did not present itself, the researchers were
trained to give participants time to gather their thoughts. If the response is too great to
overcome, the participants could choose to withdraw. Additionally, the following
language was included in the consent form; “There are no serious perceived risks
involved in your participation. However, you may get emotional when sharing your
experiences, which is normal and understandable. We can pause to rest at any time during
the interview or stop if you chose to do so. You may leave at any time.”
No compensation was provided to the participants. The primary potential benefit
of participation was the opportunity for participants to tell their story. By telling their
story, they may help others make informed decisions about health. By my learning more
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about participants’ experiences, the research project’s findings could contribute to the
increased effectiveness of health communication in their geographic region, impacting
their families and neighbors. Additionally, the following language was included in the
consent form, “By participating in this study, you are helping us to better understand how
to improve communication between health care providers and you and your community.”
P2 Interviews. In June 2014, R3 and R4 traveled on foot to interview eight (8)
residents at large in Layaye and surrounding villages, up to 8 kilometers from the central
village. Participants granted consent by executing a University of Memphis IRB
approved consent form. Participants had the option of receiving either a Haitian Creole
version or an English Language version of the consent form. If a participant could not
read Haitian Creole or English, one of the co-researchers read and explained the consent
documents.
With their cellular phones, my co-researchers photographed, as directed by the
residents, any combination of the following:
1. Daily water source,
2. Water transportation device,
3. Water storage device,
4. Water filtration or cleaning method.
Using the photographs and a twelve-question structured interview format, they
discussed the ongoing clean water intervention and the tools provided by the STMM. As
previously discussed in Chapter 1, cellular phone (smart phone) usage and ownership is
common in the Central Plateau. Viewing photos on a smart phone is not uncommon or
unusual for area residents. The answers to the interview questions were documented
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along with the matching photographs. I received a consolidated document along with
additional notes of field observations occurring during the data collection (see Table 3.4).
Data Analysis. In this exploratory study, multiple data types, collected over two
different time periods, was analyzed using the procedural steps of template analysis
(King, 2012), applied to the PEN-3 cultural model application (Airhihenbuwa & Webster,
2014). Examples of the procedural steps, with specific study data are provided in detail
at the beginning of Chapter 4.
I approached Phase 1 interview and focus group data keeping in mind the
procedural steps of template analysis (King, 2012) (Table 3.1). First or in Step 1,
interview and focus group data was transcribed verbatim (English verbiage from
recordings) and then analyzed using the a priori set of domains according to the PEN-3
cultural model (Webster & Airhihenbuwa, 2004). Second or in Step 2, each transcript
was then parsed to reflect conversational turns. Within each conversational turn, idea
units were identified. Idea units, comprised of phrases or clauses within the
conversational turn, contained a singular thought or action, further described in Chapter
4. Finally, in Step 3, these idea units where then coded to reflect the PEN-3 domain they
best reflected (Webster & Airhihenbuwa, 2004).
Researcher notes and photographic data were also approached considering the
procedural steps of template analysis (King, 2012). Researcher notes were parsed to
reflect idea units which were then coded to reflect the PEN-3 domain it best reflected
(Webster & Airhihenbuwa, 2004). Photographs were also reviewed and identified by the
idea unit that it best reflected. These idea units were then coded to reflect the PEN-3
domain they best reflected (Webster & Airhihenbuwa, 2004).
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Phase two (P2) interview data, photographs and researcher debrief were organized
by participant and question response. Similarly, to P1, interview data was transcribed
verbatim and then analyzed using the a priori set of domains according to the PEN-3
cultural model (Webster & Airhihenbuwa, 2004). Second, each transcript was then
parsed by question, each question representing an idea unit. Idea units, comprised of
words, phrases or clauses within the question response, contained a singular thought or
action. Finally, these idea units where then coded to reflect the PEN-3 domain they best
reflected (Webster & Airhihenbuwa, 2004).
Phase two researcher photographic data and researcher debrief notes were also
approached considering the procedural steps of template analysis (King, 2012).
Researcher debrief notes were parsed to reflect idea units which were then coded to
reflect the PEN-3 domain it best reflected (Webster & Airhihenbuwa, 2004). Photographs
were also reviewed and identified by the idea unit that it best reflected. These idea units
were then coded to reflect the PEN-3 domain that they best reflected (Webster &
Airhihenbuwa, 2004).
Webster and Airhihenbuwa (2004) provide direction for the application of the
PEN-3 model. The first step is to create a 3 x 3 table, crossing the domains of cultural
empowerment with relationships or expectations. This matrix, designed to frame
sociocultural issues and identify the best point(s) of entry for a health intervention,
creates nine categories, which I intend to use as nine of the initial a priori themes (see
Table 3.2).
Webster and Airhihenbuwa (2004) suggest that the identity domain be coded
independently “because it is the nature and context of the issues the determine which of
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the identify categories have the most impact in . . . (p. 12),” in the health intervention.
Therefore, the final three of the twelve a priori themes will be “Person”, “Extended
Family”, and “Neighborhood” in the “Cultural Identity” domain.
The next chapter provides the results of both data collection efforts. I will provide
details, specific examples, and an analysis of the result from the data collection efforts
completed in February 2013 and the data collection efforts completed by my coresearchers in the summer of 2014.
Chapter 4: Results and Analysis
Phase One Results
This qualitative study is an examination of data collected in February 2013 (phase
one) during a short-term mission trip to Haiti. Data was analyzed using the PEN-3
cultural model as the theoretical foundational theory for the template method
(Airhihenbuwa, 2009, King, 2004, Webster & Airhihenbuwa, 2004). Data included focus
groups, interviews, and photographs. Translation of Haitian Creole to English during
focus groups and interviews was undertaken by a professional translator hired through
Mathew 25 House, an organization that provides support to secular and non-secular
missions efforts. The professional translator was present during all focus groups,
interviews and most of the other conversations that took place during the week. Many
participants, however, spoke some English in combination with Haitian Creole.
Photographs were taken by me or one of the research assistants during the mission trip.
Phase One Description. Phase one data includes the transcripts from two (2)
focus groups, three (3) interviews, thirty (30) photographs and researcher notes. All focus
groups and interviews were conducted by the primary researcher who was assisted by the
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translator and one or more of the two (2) research assistants. The focus groups and
interviews took place on church property (sanctuary, rectory, trade school or secondary
school) in the village except for the interview with the clinic owner, which took place at
the for-profit clinic in the village. Focus group and interview participants (n=22) were
over the age of eighteen and consented in writing in either English or Haitian Creole.
Focus groups and interviews were audio recorded on-site, then later transcribed by the
researcher.
During the focus groups and interviews, I asked questions and probed speaking in
English. The translator described in Chapter 3, would translate my questions and
comments in Haitian Creole. Participants would respond in English or Haitian Creole,
depending upon their comfort with English. The translator and I would repeat what we
heard for validation between each other. We continued this process until we both
believed we had understanding.
The secondary school adults’ focus group (SSAfg) participants included three (3)
female and three (3) male students of the secondary school supported by the U.S.-based
mission (Photograph 4.1.3). The trade school students and faculty focus group (TSFfg)
participants included eight (8) female students, three (3) female faculty members and one
(1) male faculty member (Photograph 4.1.4). The healthcare worker interview (HCWin)
participants included two (2) male healthcare workers who support the Layaye area,
distributing de-worming medication, vitamins and health information received from the
United States (U.S.) -based mission and the Haitian government (Photographs 4.1.1 &
4.1.2). The community-member-at-large interview (CMLin) participant was a female
member of the Layaye community (Photograph 4.1.5). The clinic owner interview
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(CLOin) participant was the female owner of the for-profit clinic in Layaye (Photograph
4.1.6).
Phase one photographs were taken by me and the two research assistants.
Photographs were taken to document visual aspects and were based on the researchers’
perceptions of health-related objects, people or places. Additionally, we captured
photographs of interviews and focus groups in progress. Photographs were saved to flash
drives.
Multiple data sources allowed me to validate my analysis using multiple
ethnographic sources to establish increased breadth and depth of the analysis (Hardcastle,
Usher & Holmes, 2006), including daily notes taken by the researchers based on
observations in the community. Meetings with expert informants in the community,
informal conversations during fellowship, and extensive conversations including
meaning-sharing dialogues with the translator, provided additional validation (Figure
4.1.1).
Phase One Frequencies and Analysis. Using Dedoose, a cross-platform online
software application for mixed methods research, the primary researcher established an
online project and loaded Microsoft Word transcript documents, photographs and other
supporting materials from phase one. Using the excerpt function in Dedoose, idea units
were identified, comprised of words, phrases or clauses within a focus group or interview
response that contained a singular thought or action. Photographs were similarly
identified by the idea unit or units that it best reflected.
After idea units were identified, a phase one code tree with two sections was built
in Dedoose. The tree was based on the PEN-3 cultural model (Webster & Airhihenbuwa,
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2004). The first section includes the relationships and expectations domains (perceptions,
enablers, nurturers), and each domains’ cultural empowerment components (positive,
existential, negative). This first section of the PEN-3 framework is designed to create a
matrix of nine instruments (Table 4.1.5) to measure dimensions of cultural sensitivity in
the community (Dunleavy, Chudnovskaya, Phillips and McFarlane, 2017; Murphy, 2016;
Airhihenbuwa, 2009). According to Airhihenbuwa and Webster (2004), “perceptions”
refer to knowledge, attitudes and/or beliefs that impact the decision-making process
regarding health. “Enablers” refers to the availability, accessibility and affordability of
resources needed to support health decisions and actions. “Nurturers” refers to the
influence significant others and community contexts in making health decisions and
choices (Airhihenbuwa, 2009; Airhihenbuwa & Webster, 2004). Each domain has three
potential cultural empowerment components: positive, existential and negative.
Airhihenbuwa and Webster (2004) indicate that a positive component has a positive
effect on health decisions and actions, an existential component has an effect within
certain traditional values and practices, while a negative component has a negative effect
on health decisions and actions.
The second section of the PEN-3 framework (Table 4.1.6) includes the cultural
identity domains (person, extended family, neighborhood). Airhihenbuwa and Webster
(2004), developed PEN-3 as a framework and theoretical lens to plan more effective
health interventions and in this second section the authors intend for researchers and
interventionists to share the assessment information from the first section with the
community. Then, together, they will determine the most likely point of intervention
(Dunleavy, et. al, 2017; Murphy, 2016; Airhihenbuwa, 2009; Airhihenbuwa & Webster,

86

2004). However, because the data for this study was collected after the bucket filtration
system intervention, I could not share the first section data with the community and work
together to identify a point of entry. Thus, I tracked participants’ references to health
decision-making and behavior influencers to make assumptions about the point of
intervention entry.
After the identified idea units were established, each was coded to reflect the first
section PEN-3 domain and corresponding component it best reflected (Webster &
Airhihenbuwa, 2004). Here, I include an example of an idea unit for analysis:
Yes, yes, we know about the bucket systems. But not everyone got a bucket system.
So, no we do not have clean water if we don’t have the tablets. (trade school
student)
This passage from the TSFfg was identified as an idea unit containing a singular
thought or action: those that did not get the bucket water filter systems do not have clean
water if they do not have aqua-tabs.
Following that step, I then coded for the relationships and expectations domain
(enablers, nurturers, perceptions) and its cultural empowerment component (existential,
positive, negative) (Airhihenbuwa, 2009; Webster & Airhihenbuwa, 2004). For this
passage, I coded the idea unit as “enabler” because the idea related directly to a resource,
the bucket filtration systems. I also coded this passage as “negative” because not
everyone in the community received a bucket system, therefore, those who do not have a
buckets system must continue to rely on the supply of aqua-tabs.
I then coded for the cultural identity domain because the bucket filtration systems
(person, extended family, neighborhood) intervention was aimed at influencing a specific
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health behavior (Airhihenbuwa, 2009; Webster & Airhihenbuwa, 2004). For this idea
unit, I coded the idea unit as “neighborhood” because bucket system distribution was
controlled by the local church, originating with the U.S.-based mission group.
Similarly, I include a photograph (Photograph 4.1.7) as an idea unit for analysis.
The phase one photograph of a pig tethered in the village water supply represents one
idea unit. For this idea unit, I coded “enabler” in the relationships and expectations
domains and “negative” in its corresponding cultural empowerment component. The pig
tethered in the water supply is illustrative of a resource (water) that is undoubtedly
degraded (negatively) by feces, urine and water-borne disease (Airhihenbuwa, 2009;
Webster & Airhihenbuwa, 2004).
In the cultural identity domain, I coded the idea unit as “neighborhood”. The
practice of tethering livestock to the water supply is illustrative of all the users
(community) of the water source being potentially negatively impacted by this common
practice in the village. This behavior by neighbors can potentially harm others in the
community, therefore, it should be considered when determining the point of entry for an
intervention.
Phase One PEN-3 Cultural Model Frequencies. Frequencies (Table 4.1.1) for
phase one focus groups, interviews and photographs include one hundred and twentythree (123) idea units and two-hundred and fifty (250) applied codes. Idea units
identified, and codes applied to focus groups accounted for forty-six (46) idea units and
one-hundred and three (103) applied codes, or 41.2% of all codes applied. Idea units
identified and codes applied to interviews accounted for thirty (30) idea units and ninetyeight (98) codes applied, or 39.2% of all codes applied. Finally, idea units identified, and
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codes applied to photographs accounted for thirty (30) idea units and forty-nine codes
applied, or 19.6% of all codes applied.
The section one’s idea units, spread across the three-by-three matrix accounted for
one hundred and ninety-one (191) codes, or 76.4% of all codes applied (Table 4.1.2).
Seventy-five (75) codes representing “perceptions” were applied to idea units: twentyone (21) represented “positive perceptions”, thirty-one (31) represented “existential
perceptions” and twenty-three (23) represented “negative perceptions”. Seventy-six (76)
codes representing “enablers” were applied to idea units: thirty-four (34) represented
“positive enablers”, four (4) represented “existential enablers”, and thirty-eight (38)
represented “negative enablers. Forty (40) codes representing “nurturers” were applied to
idea units: sixteen (16) represented “positive nurturers”, twenty-one (21) represented
“existential nurturers”, and three (3) represented “negative nurturers.
The section two cultural identity domains accounted for fifty-nine (59) applied
codes, or 23.6% of all codes applied (4.1.3). Thirteen (13) idea units were codes to
represent “persons”, two (2) idea units were coded to represent “extended family” and
forty-four (44) idea units were coded to represent “neighborhood” (Table 4.1.3).
Likewise, I applied secondary codes to help further categorize each of the nine
matrixed assessment instruments (Table 4.1.4). These secondary codes help to identify
commonalities in education: beliefs of individuals, and values of the community/culture
and material support and resources. I determined secondary codes by following the initial
section one and section two idea unit identification and coding process. I analyzed idea
units in each instrument for commonalities, then applied from one (1) to six (6)
secondary codes unique to each of the nine matrixed assessment instruments. Six (6)
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secondary codes were identified in “positive enablers”, the most secondary codes in any
one instrument. One (1) secondary code was identified in “negative nurturers, the least
secondary codes in any one instrument. Existential perceptions, negative perceptions, and
negative enablers where each assigned four (4) secondary codes. Positive perceptions,
positive nurturers and existential nurturers were each assigned three (3) secondary codes.
Existential enablers were assigned two (2) secondary codes.
Phase One PEN-3 Relationships and Expectations Domains (section one). The
PEN-3 cultural model is the designed to identify processes that work to enable or resist
positive health decision-making and/or behaviors (Dunleavy, et. al, 2017; Murphy, 2016;
Airhihenbuwa, 2009; Airhihenbuwa & Webster, 2004). The relationship and expectations
domains are designed to assess “beliefs by the individual, values of the society and
instrumental and material supports provided by others within the social setting” (Murphy,
2016, p. 22). The relationship and expectations domains (perceptions, enablers, nurturers)
each contain cultural empowerment components (positive, existential, negative) that
“explain(s) characteristics of a social group, which may be considered strengths,
weaknesses or unique to a particular culture” (Murphy, 2016, p. 23). The result is a three
by three matrix of nine cultural characteristics assessment instruments (Table 4.1.4)
(Dunleavy, et. al, 2017; Murhpy, 2016; Airhihenbuwa, 2009; Airhihenbuwa & Webster,
2004).
Positive Perceptions. According to Airhihenbuwa and Webster (2004), positive
perceptions refer to “knowledge, attitudes and/or beliefs that have a positive impact on
the decision-making process . . .” (p. 7). Twenty-one (21) idea units were coded to reflect
“positive perceptions”. Three secondary codes were assigned to positive perceptions
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(Table 4.1.5). Eleven (11) of these coded units identified were examples of participants
demonstrating their knowledge of good health behaviors, such as:
Yes, we have a bag with clean water that hangs. We know that the water is to
wash hands. And we have to have something that makes your hands clean with the
water, like the Clorox. (trade school student)
Another example of knowledge of good health behaviors includes a photograph of
a community member exhibiting a positive health behavior: checking blood pressure at
the for-profit clinic (Photograph 4.1.8).
Seven (7) idea units identified as “positive perceptions” provided evidence of
either a willingness to share health information with family members or to discuss health
information:
Education about these things is valued. The families do listen to the students here.
(trade school faculty)
Three (3) idea units identified as “positive perceptions” were examples of
participants sharing his or her personal belief that education was important:
There are so many things. We need so many things. But education of the people.
That is the best thing to do. . . Yes, the education of the people. I want my children
to be educated. They must understand how important education is. (health care
worker)
Existential Perceptions. Airhihenbuwa and Webster (2004) refer to existential
perceptions as “knowledge, attitudes and/or beliefs that influence decisions . . . in a
manner that could be described as unique to that culture” (p.7). Thirty-one (31) idea units
identified were coded to illustrate “existential perceptions”. Four (4) secondary codes
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were assigned to existential perceptions (Table 4.1.5). Eighteen (18) idea units were
coded to represent participants expressed fear or concern diseases and illnesses. Although
cholera was mentioned in each focus group and interview, participants discussed many
other diseases and illnesses:
Blood pressure is really, really important and can cause many afflictions. (trade
school student)
Ten (10) of these eighteen (18) idea units reflected participants’ evaluation
cholera as devastating or bad. This included one-hundred percent (100%) of the
participants acknowledging that a family member contracted cholera and over fifty
percent (50%) of the participants acknowledging that a family member died from cholera
since the 2010 earthquake.
Ten (10) idea units were coded to reflect the value the community places on
learning, specifically about health and overcoming illness:
Health is the first portion in our book. You see? (trade school faculty)
This trade school faculty member was demonstrating for the researchers the
emphasis placed on health education as a part of professional training.
Two (2) idea units reflected participants sharing that people in the village believed
that voodoo or magic was responsible for disease or could be curative in some way:
They have not accepted the Lord Jesus Christ and still follow the old ways. They
believe in the magic. They believe the (voodoo) priest. That he can help them with
their illnesses. They do know God’s grace. Or if they do, they still follow some of
the old ways. They still believe in the magic. (healthcare worker)

92

Many efforts were made by the researchers to explore this idea further in
conversations outside of the focus groups and interviews, however, community members
demonstrated discomfort when asked specific or direct questions about voodoo or “the
old ways”.
One (1) idea unit demonstrated the idea that Haitians suffer greatly simply
because they are Haitian:
It’s hard for us. But we are from Haiti. We have many challenges, things to be
afraid of. (adult secondary school student)
Although only one idea unit surfaced from the focus groups and interviews related
to the idea of Haitian suffering, it was referred to many times in other conversations
during the mission trip by healthcare providers, community members, U.S. mission
representatives, the local Catholic priest, and others.
Negative Perceptions. Negative perceptions refer to “knowledge, attitudes and/or
beliefs that negatively influence decisions. . .” (Arihihenbuwa & Webster, 2004, p. 8).
Twenty-three (23) idea units were coded as representations of “negative perceptions”.
Four (4) secondary codes were assigned to this instrument (Table 4.1.5). Eight (8) idea
units referred to participants’ mistrust of other groups, particularly Haitian medical
professionals or the belief that Haitian medical professionals have an ulterior or
concealed motive:
Faculty Member: Yes, some medicines are from the clinic, but we must pay for
those. We get medicine from the doctors that come to (the village). The medicine
we get from (mission doctor from U.S.) are good.
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Primary Researcher: They are good? So, you trust the medicine from (mission
doctor from the U.S.) but maybe not medicine from others?
Faculty Member: Yes. (trade school faculty)
Five (5) idea units represent the participant belief that “others” lack health literacy
or knowledge of disease and disease prevention:
And another thing, we teach them here about clean water. Many people who do
not go to this school, they do not know. They do not know that the water is clear,
when it is clear, that does not mean it is clean. The water can be clear and not
clean. Many people do not understand, you see. (trade school faculty)
Five (5) idea units reflected participants’ unwillingness to filter water through
another’s water filter, or a water filter that is shared between families:
We would share, but not use the neighbors. . . No, we would not use it (neighbor’s
bucket filtration system) . . . No, we would not do that. (adult secondary student)
Five (5) idea units reflected participants’ placing low value in the importance of
or do not believe in practicing preventative healthcare directed by a physician:
This is something that is very different for you guys (researchers). We do not have
a doctor we see. We go to whatever clinic we can. These students will go to the
doctor if they think something is very wrong. You have the checkups and make
sure you are staying in good health. That is not what happens with Haitians. That
is not what happens here. (trade school faculty)
Positive Enablers. According to Airhihenbuwa and Webster (2004), positive
enablers refers to “availability, accessibility, acceptability and affordability of resources
needed to support positive preventative health decisions and actions” (p. 8). Thirty-four
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(34) idea units were were coded to represent “positive enablers”. Six (6) secondary codes,
the most secondary codes of all instruments, were assigned to this instrument (Table
4.1.5). Eleven (11) of these units identified were affiliated in some way with Catholic
church resources:
Yes, always (referring to learning about health). I learn. I learn for me and (son).
I know these things from the church. (community member at large)
Photographs include similar illustrations of resources associated with the church,
such as the church sanctuary (Photograph 4.1.13).
Seven (7) idea units related to health education materials found throughout the
village:
…we have all of the posters here (pointing around the room). We teach this in our
classes. The government health people provide us these posters to us. And also,
you see the poster about cholera? (trade school faculty)
Researchers noticed many health-related posters and other types of health
information throughout the village, including posters about cholera prevention
(Photograph 4.1.9) and the trade school textbook (Photograph 4.1.10).
Five (5) idea units were coded to reflect participant use of resources provided by
the U.S.-based mission, including the medications provided by the for-profit clinic for
distribution to the community (Photograph 4.1.21). The clinic owner is paid monthly for
this distribution by the sponsoring church with the understanding that she would not
charge community members for medications provide by the mission.
Five (5) idea units were coded to represent participants sharing methods to clean
water other than the bucket filtration systems, such as aqua-tabs or bleach. Aqua-tabs are
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provided on an infrequent basis by the Haitian government and other NGO sources, or
they can be purchased In the trade school focus group, students and faculty responded to
the question, “What about water filters and tablets? Do you use water filters or tablets at
home to make sure the water you drink is clean?”:
We use tablets, oui (yes). (with simultaneous head nodding). (trade school
student)
Four (4) idea units were coded to represent participants referring to or
demonstrating knowledge of the bucket filtration systems:
No, but I have a system to store my water…Yes. I have the buckets. (community
member at large)
An example of the bucket system set-up and operating correctly is seen in the
photograph of the church and school kitchen on the left-hand side of Photograph 4.1.11.
There were few examples witnessed of bucket systems set up correctly and operating
correctly. From this, I assume that an understanding of the correct set-up and use the
bucket system is present in the community. It is also of interest to note that one of the few
bucket systems set-up and operating correctly was in the kitchen that supports the church
and school which is a recipient of aid from the mission group. I also assume that the
administrators of the church would ensure the bucket system was operating correctly in
the kitchen during our visit. However, we did witness a bucket system in use as a
handwashing basin in the rectory in the room we took meals. We also saw kitchen
workers using disassembled bucket systems to serve beans and rice to students during the
school day. When asked why the bucket systems were disassembled and being used for
other purposes, village members told us the bucket systems were broken.
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Two (2) idea units were coded to reflect the for-profit clinic as a positive enabler
(Photograph 4.1.12). Researchers witnessed community members seeking healthcare,
both preventative and curative, at the clinic. I commonly witnessed blood pressure checks
as a standard step of treatment for those visiting the clinic (Photograph 4.1.8).
Existential Enablers. Existential enablers, according to Airhihenbuwa and
Webster (2004), refers to “availability, accessibility, acceptability and affordability of
resources that are traditionally available in the community or society for support of
preventative health decisions and actions” (p. 8). Two (2) secondary codes were assigned
to this instrument. The village was built just above the bank of a river, which is the
central natural water source (Photograph 4.1.21). The river photograph was coded as an
existential enabler because it is illustrative of the dependence the entire community has
on the primary water source and how action of individuals can impact many. In
Photograph 4.1.22, a pig is tethered to the river water source. In the upper left quarter,
behind foliage, young boys are playing in the water downstream from the pig.
The second secondary code assigned to the instrument, existential enablers, is the
community’s reliance and dependence on the resources provided by the village’s Catholic
church. The public buildings in the village, with the exception of the for-profit clinic, are
owned, maintained and administered by the church (Photograph 4.1.23). The trade
school, the secondary school, the high school, the sanctuary, the rectory and an
abandoned orphanage (now part of the high school) are all owned administered by the
church.
Negative Enablers. Negative enablers refer to “the lack of available, accessible,
acceptable and affordable resources needed to promote positive preventative health
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decisions and actions” (Airhihenbuwa & Webster, 2004, p. 9). Thirty-eight (38) idea
units were identified as negative enablers (Table 4.1.5). Four (4) secondary codes were
assigned to this instrument. Fifteen (15) of these units identified were examples of either
a lack of clean water or potential reason for unclean water:
Ok, ok . . .it is so easy to get the virus. When you are walking, like walking to
school, there is not water that you know to be clean. So, you can easily get the
virus. (secondary school student)
Many instances of unclean water or reasons for unclean water at the natural
source were identified by the researchers such as community members washing clothing
in the river (Photograph 4.1.14), livestock in and around the river (Photograph 4.1.15),
and waste materials such as empty tin cans, plastic bottles and other materials, and
discarded paper covering the area behind the building leading to the river (Photographs
4.1.16).
Nine (9) idea units represented health resource insecurity, including food,
medicine or materials:
My greatest problem, or the peoples’ problem is in the area of having enough
food. Where I am from, let me explain, in the bigger area of where I am from, this
is bad. (healthcare worker)
The researchers came across a young girl suffering from burns that she indicated
had not been treated. When asked about treatment, she told researchers that she was from
a neighboring village, visiting her grandmother in Layaye. She indicated that in her
village, there were no supplies/medicines to treat her burns (Photograph 4.1.18).
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Nine (9) idea units were coded to represent either broken bucket filtration
systems, a lack of bucket filtration systems or bucket filtration systems being used for
other purposes:
Yes, we know about the buckets. The water technicians help with the buckets.
They do not have the things needed to fix the buckets. We know the water
technicians and they try to help with the buckets, but they are broken. (trade
school student)
Although the intent of the mission group was to provide a bucket filtration system
for a group of families to share, evidence suggested that community members assumed
that because there were not enough bucket systems for everyone, the bucket systems
where only intended for particular community members.
Yes. But they (bucket filtration systems) are not for all. There are not enough for
everyone. And some of them, they miss, they are missing . . . yes, many are
broken, and we need more parts. More parts and tablets. (healthcare worker)
Evidence of bucket systems not being used for the purpose of filtering water can
be seen in Photograph 4.1.14, which illustrates community members laundering clothes
in the river (natural water source) and using the bucket system buckets to carry clothes.
Researchers also saw evidence of hoarding bucket filtration systems as in Photograph
4.1.17, which illustrates two bucket filtration systems hidden in a household of two
people.
Additionally, researchers witnessed remnants of many failed water interventions.
Photograph 4.1.19 illustrates of one of several broken water pumps, while Photograph
4.1.20 provides an example of a non-functioning water collection tank. Although I asked
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repeatedly about this water tank, the only response participants willingly shared was that
it did not work. I do not know the time or date it was installed, who installed it or how
many people it was meant to serve. Because it was located adjacent to the school, I
assume the clean water was intended for the use of those attending the school.
Four (3) idea units were coded to represent participants’ concerns about the
difficulties of accessing healthcare including factors like cost and travel distance.
Although many types of healthcare are provided free by various mission groups and
NGOs, the cost of travel, meals and lodging is often prohibitive. In this instance, the
community member at large is discussing seeking healthcare at the Partners’ in Health
facility in Conge:
When you have good care, you have good health. For example, if you are sick you
must go to the hospital, but maybe you cannot. . . No, we can always find a way to
the hospital (Hinche). What is the concern is not affording it (healthcare and
related expenses). I can always get to the hospital, but I have no way to pay for
it. If you are very sick, they ask you to go to Conge. You know Conge? . . . So,
when the doctor sends you there, you must travel there, then feed yourself, then
pay for the doctor there. So, you have to travel and eat. That is hard. In Conge,
the care is free, but getting there is . . . (pause and shrugs). (community member
at large)
Travel, which is often on-foot, was mentioned in many idea units and in addition
to simple cost of travel. Here a secondary school student explained the complications of
such travel in preventative health practice:
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On the way to school, there is not water except the water I find along the way.
And I don’t know. I don’t know if it is clean. I walk many hours to get to school. I
can’t always know that water is clean, but I have to drink something on the way to
school. I just won’t know. (secondary school student)
Positive Nurturers. According to Airhihenbuwa and Webster (2004), positive
nurturers refer to “influences of significant others and community contexts in making
positive health decisions and choices” (p. 8). Sixteen (16) idea units were identified as
positive nurturers (Table 4.1.5). Three (3) secondary codes were assigned to this
instrument. Nine (9) of these idea units were coded to reflect the positive influence of
people associated with the church on health decision-making and behavior:
Yes, I share (health information learned at church). I work with the church and
am responsible for groups at the church. I share with people there. (community
member at large)
Four (4) of idea units were coded to reflect the positive influence of family
members on learning about health, health decision-making and behavior:
You know, it is what it is. It (sex and STDs) is a part of life. We do not have
difficulty discussing this…it (discussing sex and STDs) continues until the child is
living their own life. . . (everyone in the family talks together, not fathers to sons
only or mothers to daughters only) Together. . . Yes. Together. (trade school
student)
Three (3) of idea reflect the positive influence of healthcare professionals or
community healthcare workers on learning about health, health decision-making and
behavior:

101

By god’s grace we are able to go up to the people and take them the medicines.
They believe us. They trust us. They know we are good things. It is the more and
more they hear (meaning repetition of message). (healthcare worker)
Existential Nurturers. Existential nurturers, according to Airhihenbuwa and
Webster (2004), refers to “influences of significant others and community contexts in
making health decisions and choices within certain traditional values and practices” (p.
8). Twenty-one (21) idea units were coded to reflect existential nurturers and three (3)
secondary codes were applied (Table 4.1.4). Eleven (11) idea units were coded to
represent the idea that one member of the community can impact many others by his or
her actions, particularly in relation to the natural water supply. Although many professed
to understand the idea of “unclean” water and its relation to water-borne disease, I
witnessed many instances of community accepted and driven behavior that can cause
contamination of the natural water supply. Examples include livestock tethered to or
moving in-and-around the river (Photograph 4.1.7, 4.1.15), community members
laundering clothing in the river (Photograph 4.1.14), and waste areas on the ground uphill
and yards from the river bank (Photograph 4.1.16). These behaviors appear to be
accepted by the community without any efforts to stop or remediate these behaviors and
activities.
Nine (9) idea units were coded to represent the idea of divine or supernatural
intervention in cause and outcomes, whether the Christian “God” or voodoo practices.
Particularly, the idea of “gratefulness to God” for gifts was reflected in the data:
We are grateful to God for all that you do in (U.S.-based mission origin) to help
us. You are here by God’s grace and we are thankful. (healthcare worker)
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Additionally, there was one (1) idea unit coded to reflect the voodoo priest in the
area and his impact on health outcomes:
Yes, voodoo. The priest tried to save her (AIDs patient). She came to the priest to
be cured. But she was very sick. She was staying at the house of the priest.
(healthcare worker)
In follow up conversations with community stakeholders, the researchers came to
understand the importance of voodoo culture in the community. According to a member
of the community, a person may self-identify as Roman Catholic, but still practice or
have some affiliation with voodoo.
Negative Nurturers. Negative nurturers refer to “influences of significant others
and community contexts in negatively shaping health decisions and choices …”
(Airhihenbuwa & Webster, 2004, p. 8). Four (4) idea units were coded negative nurturer
and all three related specifically to the idea of mistrust between neighbors and others,
usually those who provide some sort of health-related service to the community (Table
4.1.5). Because all idea units reflected this one concept, one secondary code was assigned
to this instrument. In an exchange during the secondary school focus group, we discussed
a students’ unwillingness to answer questions about why they would not use a neighbor’s
bucket filtration system to filter water. The idea of sharing neighbor’s bucket system was
frequently rejected, indicated some level of mistrust or intimacy line between the
participants and their neighbors.
R: I understand. But why would you not use the neighbor’s bucket system?
Student: We would not do it.
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R: (to translator) I’m not getting the why here. What can you ask them that would
get to that?
T: I do not know. I don’t think they will answer. Its personal. Like we talked about
yesterday.
R: You think they will not answer?
T: I think no. (researcher and translator exchange during focus group)
One healthcare worker shared frustration with what happens within the U.S.based mission group and the lack of communication between volunteer visits:
Ok, yes, you see, what I am trying to explain is that we do not know what happens
after you leave (between the times we see mission volunteers in the village).
(healthcare worker)
The clinic owner repeatedly expressed mistrust and potential ulterior motives of
traveling doctor that visits the village once a month:
But right now, it is very hard because of the people, they suffer. And they only
have to pay 25 gouds for all of the medicine (in the clinic). They come more, and
they come more, and some of them don’t want to pay the 25 gouds. I have to give
them the medicines. There are so many expensive medicines. And then (doctor),
he always finds the diseases that require those medicines. (clinic owner)
Phase One PEN-3 Cultural Identity Domains (section two). PEN-3 section two,
cultural identity domains, suggests that the researcher(s) present the section one data to
the community, then, work with the community to identify the most likely point of entry
for a health intervention. Therefore, I am not using the application of PEN-3, section two,
to determine an intervention entry point. Although the bucket filtration system
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intervention was planned and installed by the mission organizers prior to the data
collection and analysis before the data collection and analysis, some assumptions can be
made about the intervention entry points of this and future intervention-type work in the
community.
The 2011 bucket system intervention was initiated through the administrators of
the church in Layaye and the U.S. based mission group. The mission group purchased
and shipped the bucket filtration systems to the church and provided the funding for two
water technicians to install and service the bucket systems. The water technicians were
hired by the church and their payroll was administrated through the church. To my
knowledge, there was no theoretical framework used to develop this intervention due to
urgency, post 2010 earthquake.
PEN-3 section two cultural identity domains (person, extended family,
neighborhood) are designed to reflect the most likely entry point for a health intervention
(Table 4.1.6) (Airhihenbuwa, 2009; Webster & Airhihenbuwa, 2004). Thirteen (13) idea
units represented a particular person’s influence in health-decision making and behavior
(Table 4.1.3). These persons included the medical professionals, the clinic owner and the
local voodoo priest. Two (2) idea units represent extended families’ direct influence
(without the means and support originating in from another source) in health-decision
making and behavior.
The domain with the largest number of applied codes was “neighborhood”. Fortyfive (45) idea units were coded to represent the neighborhood, particularly people
associated with the church, having a high level of influence in health decision-making
and behavior. Thirty (30) idea units referred to individuals directly affiliated with the
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church, including school faculty (13 idea units), church members (8 idea units),
healthcare workers affiliated with the church (5 idea units), and mission volunteers (4
idea units). Eight (8) idea units reflect the idea of divine or supernatural intervention.
Five (5) idea units reflect support of NGOs or government agencies in health-decision
making and behavior. Finally, two (2) idea units represent the for-profit clinic as
influential in health decision-making and behavior.
Based on the data analysis in this qualitative study, the church and the schools it
supports is most accepted by the community for health interventions. The church and
schools were preferred over NGO resources, the government or the for-profit clinic. This
finding is confounded by other cultural and intervention-based factors that I will discuss
in Chapter 5. However, one of these confounding factors is the potential of
intersubjectivity, which I sought to more clearly understand and identify in the phase two
data collection effort.
Phase 2 Results
Intersubjectivity. Data collected for qualitative research reflects the experience
of the individual researcher, and therefore, is highly subjective to my perceptions.
Qualitative studies, therefore, must take into account the individual researcher as an
active agent, co-constructing as well as interpreting the resulting narrative (Murphy, B.,
2016; Maynes, Pierce & Laslett, 2008). According to Murphy (2016), “Subjective
experiences of the participant are privileged, and the researcher must be able to rely on
authentic, honest and accurate self-reports.” (p. 24) In this case, I must be also be aware
of the “culturally typical interactions” (Carspecken, 1996, p. 99) when analyzing the
normative or evaluative claims of the research participants. Recognitions about those
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claims, require that I be familiar with the participants’ culture (Murphy, 2016). For
example, because Haitians tend to be higher power-distance, and therefore nonconfrontational when faced with authority (Hofstead & Hofstead, 2044; Marc, 2010),
claims could be skewed by the participant to reflect what the participant believes the
researcher hopes to hear. Additionally, because Haitians tend to be more pragmatic,
desirous of smooth interpersonal relationships, they may reassure authority figures, not
out of a desire to be deceptive, but rather to save face and look capable (Foster, 2002).
Even if the participant does not believe or fully understand the claim as stated, he or she
may respond based on that perception of the researchers’ desired response. This authority
driven communicative relationship creates intersubjectivity (Murphy, 2016).
In phase one, evidence of this intersubjectivity could be seen when participants
failed to respond regarding particular topics, such as voodoo practice or sharing water.
The translator confirmed responses likely resulted from discomfort with the topic and the
assumptions about the researcher’s desired responses. Therefore, the participant chose
not to answer, or responded based on his or her perception of the researchers’ desired
response. In addition to the researcher losing power in this scenario, intersubjectivity can
undermine the research and ways of understanding. Because the research is based in a
country with a history of colonialism, intersubjectivity is highly relevant to this study
(Murphy, 2016, Foster, 2002).
To minimize the risk impact of intersubjectivity between me, a U.S. based
researcher representing the mission and the participants from the village, I pursued a
second data collection. With input from members of the mission group familiar with the
participants, two of the participants of the phase one data collection effort, the translator
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and another member of the Layaye community who attended school in the United States.
I designed a second effort to talk to the community members in Layaye and the
surrounding villages about how they collected and stored water, their ideas about clean
water and suggestions for future intervention efforts. Because of the matter of
intersubjectivity and my role in the mission, which influenced phase one collections, I
worked with the translator and a member of the Layaye community who attended school
in the United States, researcher three (R3) and researcher four (R4). Without the presence
of the mission associated researchers, the limiting influences in collection brought by my
presence were removed.
Phase two data collection was designed with this intersubjectivity in mind, not
only to evaluate the twelve-month education program briefly discussed in Chapter 2 but
validate findings that emerged in phase one.
Phase Two Description. In May of 2014, I contacted R3 and R4, asking for their
help in collecting additional data. I offered to pay each one-hundred dollars ($100) upon
the completion of the data collection effort. Researcher three asked that I provide one
iPhone 4, without service, instead of the monetary compensation, and I agreed. In early
June, through two phone conversations, text messages and one Skype session, I provided
R3 and R4 information about the purpose of the data collection effort. I also provided
them with information about informed consent and how to collect the required consent
documentation. I provided a list of interview questions (Table 4.2.1). Finally, I walked
through information about the use of photographs in the data collection effort. We also
discussed how to maintain the data in table format on a laptop computer and how to
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transfer photographs from their phones to a single MS Word document, categorized by
photograph type and participant.
The research assistants were asked to randomly select eight to ten community
members representing Layaye and each of the surrounding villages. I allowed the
research assistants flexibility in choosing those community members based on the foottravel between villages, convenience (i.e. people home when they arrived), and location
of suspected water supply (i.e. not all participants to rely on the same water supply). Over
two days in June, the research assistants traveled on-foot to individuals’ homes, obtained
consent from eight members of the community, conducted interviews, and observed
demonstrations. First, after obtaining consent, they asked each participant a series of
fifteen questions (Table 4.2.1). After obtaining responses to the fifteen questions, they
asked the participants to demonstrate how he or she collects water from its natural source,
filters or cleans the water, and how the water is stored. Researcher three and R4
photographed the natural water sources, the collection vessels, and water-cleaning and
storing methods. Finally, R3 and R4 asked each participant eight additional questions
after the demonstration. Responses were organized by participant and question, then
saved in an MS Word document. Photographs were included in the document, organized
by participant. Lastly, they emailed photographs of each consent document as well as the
completed results document to me for review. The consent documents were then
destroyed, with the electronic record maintained on my laptop computer in a password
protected file.
After the data collection effort, we debriefed on the telephone. Researcher three
and R4 were informed of the post-interview debrief and instructed to discuss the
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interview immediately following each interviews’ conclusion. I asked them to make note
of things they found unique to the interview, consistent with other interviews, and
surprisingly not present in the interview. When R4 returned to the U.S. in early August,
we met face-to-face to further discuss the data collection effort and its results.
Phase Two Frequencies and Analysis
Interview Questions: Section One. Fifteen (15) interview questions were
directed to eight participants in phase two section one. Responses to these questions
comprise the data for section one of phase two. The first question, “Have you and your
family received the monthly messages about health?” was asked to confirm that people
in-and-around Layaye were aware of the clean water education program and that they
received the planned messages about clean water. One (1) participant indicated that they
had received the messages, one (1) participant indicated they had not received the
messages, and six (6) participants indicated that they had received messages in the past,
but not recently or monthly. One of the six participants specifically mentioned the
posters that were placed in the church:
Not every month but sometimes they place a poster in the church that people can
learn some information about cholera and other diseases. The children are mostly
received health information. (P2-7)
Phase one data consistently showed that participants had a clear understanding
and confidence regarding the prevention of water born illness. Similarly, “If so, what
have you learned about cholera and water borne illness and how to prevent its spread?”
was asked to evaluate the effectiveness of the information included in the education
program and to assess the knowledge and self-efficacy of the participants. One (1)
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participant indicated that they did not know, but seven (7) participants demonstrated
knowledge of water borne disease prevention techniques:
If the water is not treated, it will make me (sick) by catching Cholera. As a result,
I have to make sure that I have clean water to drink, to cook, and to wash my
hands before eating and after using latrines. Unfortunately, we don’t have
latrines around here. (P2-3)
One (1) participant provided inaccurate information, sharing the potential for
contracting tuberculosis and malaria from untreated water:
I can get tuberculosis, malaria and diarrhea if I don’t treat water. (P2-8)
Phase one revealed the idea that some participants believed that “others” did not
understand how water borne illness is transmitted, however, we did not find any
participant in phase one that was unaware. The question, “Do you perceive others have
learned more about water borne illness as a result of the monthly messages?” was asked
to determine if the participants believed that “others” in the community did not receive or
understand messages in the education program. Seven (7) participants responded to the
third questions affirmatively, indicating that “others” learned more about water borne
illness transmission as a result of the program, while one (1) participant indicated she did
not know.
The next question, “Which of the message intervention tactics worked best for
you?” was asked to evaluate the effectiveness of the types of elements in the promotion.
One (1) participant indicated he or she did not know, however, this was the same
participant that was unaware of the program. One (1) participant mentioned the radio, not
an element of the program. One (1) participant mentioned the megaphone, a common
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communication tool in the Central Plateau area, used by health care workers as they
distributed program related education cards each month. Two (2) participants mentioned
the cellular phone. Six (6) participants indicated meetings and community training
sessions most effective, validating similar perspectives that emerged from participants in
phase one:
The best intervention tactic is when there is a general meeting of the people of the
area where everyone can learn together. (P2-3)
In response to the question, “Which of the message intervention tactics worked
least for you? Why?” the same participant, not aware of the campaign, indicated she did
not know which tactic did not work well. Two (2) participants indicated the megaphone
was least effective:
Megaphone because people just pass by but I do not really have time to catch the
message. (P2-4)
Four (4) participants indicated the radio was the least effective, which was not a
part of the program:
The message intervention tactic that works least is Radio because they play the
message too fast. I don’t have enough time to understand it. (P2-8)
One (1) participant indicated that any tactic used to communicate information
about health was good:
Once it is about health, it is good no matter the way it is given. (P2-5)
When asked, “What advice do you have to give us regarding the monthly health
messages?” one (1) participant suggested a picture board for those who cannot read. One
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(1) participant suggested the mission group provide chlorine. Two (2) participants
suggested the use of a megaphone:
Send somebody with a megaphone in the area to inform and to train people about
and how to prevent the diseases. (P2-8)
Six (6) participants suggested continued training or community meetings,
validating the idea of continued meetings in the church about health and water borne
disease that emerged in phase one:
I would advise you to message about when and where you will have training for
people in the community in the Church. (P2-3)
The question, “Who do you trust to give you accurate information about health?”
was asked to identify trusted persons in the intervention process, and potential future
points of entry for intervention. Five (5) participants said they trusted the water
technicians hired by the mission group to install the bucket filtration systems, facilitate
the clean water education program, and provide maintenance for the bucket systems. Two
(2) participants mentioned the for-profit clinic owner and two (2) participants mentioned
health agents/healthcare workers. One (1) participant mentioned the Catholic priest.
Phase one data, although not specifically addressing trust, demonstrated that participants
believed the water technicians did not have the resources needed to adequately manage
the bucket filtration systems.
When asked, “What health topics would you like to know more about?” three (3)
participants said cholera. Three (3) participants said Chikungunya, a vector-borne virus
first identified in the Caribbean in late 2013 (CDC, 2017). Two (2) participants said
HIV/AIDS and one (1) participant said chemicals.
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The question, “What is the best way for you to learn about health topics?” was
asked to identify potential future methods of intervention. Five (5) participants indicated
that they think training sessions are the best way to learn about health topics:
The best way for me to learn about health is getting trained in Church and
general meetings. (P2-3)
Two (2) participants indicated the church was the best way for them to learn about
health, while one (1) participant mentioned the cellular phone, one (1) participant
mentioned a health center and one (1) participant mentioned socialization (hearing what
others have to say). Phase one data also demonstrated participants’ preference for
learning about health through meetings and programs at the church.
The question, “Would you travel into the village to attend a one-day workshop
about health? If so, how many times a month? A year?” was asked to determine
participant acceptance of travelling into Layaye for one-day health workshops or training
sessions. Secondarily, the question was designed to evaluate desired frequency of such
sessions. All eight (8) participants indicated he or she would attend one-day workshops.
Three (3) participants indicated he or she would attend three (3) sessions a month. Two
(2) participants indicated he or she would attend two (2) sessions a month. One (1)
participant indicated he or she would attend one (1) session each month. Phase one data
also indicated a desire and willingness to learn more about health.
The question, “Would you be willing to travel into the village to see a school
performance if there was a health message delivered before or after the performance”
was designed to validate participants’ willingness to travel to Layaye for school
performances, particularly if health messages were provided before or after the
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performance. Seven (7) participants indicated he or she would travel to the village for
school performances. One (1) participant indicated he or she would not. Three (3)
participants indicated that he or she would travel to the village for school performances
two (2) to three (3) times a month. Two (2) participants indicated he or she would travel
to the village for school performances three (3) times a month. One (1) participant
indicated that he or she would attend performances both two (2) times a month and eight
(8) times a month. Data from phase one also demonstrated participants placing high value
in education and great support of the students in the mission supported schools.
In response to the question, “Would you be willing to share health information
with other families that live close to you?” all eight (8) participants responded
affirmatively. The idea of willingness to share information with neighbors emerged in
phase one.
In response to, “Would you be willing to accept health information that students
learn in the village school?” all eight (8) participants responded affirmatively. The ideas
of education being a great value emerged frequently in phase one. Additionally, the idea
of supporting students and willingness to learn from students emerged in phase one.
When asked, “Would you be willing to learn about health information after
Mass?” all eight (8) participants also responded affirmatively. The idea of the church as a
positive and preferred intervention entry point emerged in phase one. Similarly, in
response to question fifteen (15), “Would you be willing to learn about health
information from the water technicians and others trained by programs sponsored by the
church”? seven (7) participants responded affirmatively and one (1) participant did not
answer the question. In phase one, although the idea of the church as an intervention

115

entry point was prevalent, participants also frequently noted that the water technicians
hired through the church did not have resources to maintain the bucket filtration systems.
Participants also implied in phase one that bucket filtration systems were not intended for
everyone.
Water Collection, Clean/Filter and Storage Demonstration. After the first
fifteen interview questions, R3 and R4 asked each participant to demonstrate how he or
she collected, cleaned or filtered, and stored water. Researcher three and R4 took
photographs of each step as demonstrated by the participant (Phase Two Photographs).
The photographs were saved in the MS Word document which was emailed to me to
provide a record of the interviews and demonstrations. Using the photographs, I
identified, counted and tabulated the types of water sources, collecting vessels, cleaning
or filtering preference(s), and storing vessels (Table 4.2.3). Five (5) phase two
participants collect water from four unique natural springs (Photograph 4.2.5, Photograph
4.2.10, Photograph 4.2.13, Photograph 4.2.15, Photograph 4.2.17). Three (3) participants
collect water from one natural spring that has been modified with PVC piping to improve
the water flow and make collection more efficient (Photograph 4.2.2, Photograph 4.2.8,
Photographs 4.2.19).
Six (6) participants used a plastic container other than a bucket to collect water
from the water source (Photograph 4.2.2, Photograph 4.2.8, Photograph 4.2.14,
Photograph 4.2.15, Photograph 4.2.19). One (1) participant (P2-6) who also used a
container, used a plastic bucket to collect water from the source (Photograph 4.2.15).
Two (2) participant demonstration results did not include water collection vessels (P2-2,
P2-4).
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Four (4) of the eight phase two participants identified aquatabs as the preferred
method to clean and/or filter water (Photograph 4.2.3, Photograph 4.2.6, Photograph
4.2.11, Photograph 4.2.20). Two (2) participants presented bucket filtration systems as
the preferred method to clean and/or filter water (Photograph 4.2.6, Photograph 4.2.9).
One (1) participant (P2-2) presented aquatabs and bucket filtration systems as the
preferred methods, which are counted as unique methods in the individual type
tabulations. Three (3) of the participants indicated that no method to clean or filter water
was available to them at the time of the demonstration, therefore no photographs are
available because no method was demonstrated. One (1) participant indicated a bio or
sand filtration system was the preferred method to clean or filter water in addition to
aquatabs. (Photograph 4.2.11, Photograph 4.2.12).
Three (3) participants indicated the use of plastic buckets to store water
(Photograph 4.2.7, Photograph 4.2.12, Photograph 4.2.21). Although these appear to be
buckets from bucket filtration systems, they were being used as storage only. The
researchers indicated during the debrief that they believed the buckets to be part of
broken bucket filtration systems, broken systems with missing parts, or were not
operating as filtrations systems for some other reason. Three (3) participants indicated the
use of bucket filtration systems to store water (Photograph 4.2.4, Photograph 4.2.7,
Photograph 4.2.9). Three (3) participants indicated the use of another type of plastic
container to store water (Photograph 4.2.14, Photograph 4.2.18, Photograph 4.2.21). One
(1) participant indicated the use of a bio or sand filtration system to store water
(Photograph 4.2.12). One (1) participant indicated the use of a ceramic or pottery vessel
to store water (Photograph 4.2.16).
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Interview Questions: Section Two. After the water collection, cleaning and/or
filtering and storage demonstration, R3 and R4 asked eight (8) more interview questions.
The responses to these eight (8) questions comprise the data in phase two section two
(Table 4.2.4). While phase two section one questions were designed to address the
communication of health messages, phase two section two questions were designed to
prompt for information about the participants’ daily experiences collecting, cleaning and
storing water.
When asked, “Do you have difficulty finding and colleting water?” six (6)
participants noted difficulties finding and collecting water, such as not having vessels
large enough and the distance from the home to the water source:
My biggest challenges surrounding collecting water and storing are: I don’t’
have big vessels to collect it and to store it at home. (P2-5)
One older participant mentioned his lack of a domesticated animal to help carry
the water:
The source is too far and without an animal, I cannot go to collect water. (P2-2)
Two (2) participants indicated that they did not have difficulty finding and
collecting water:
No, I often go with my gallons to collect water and store it in the bucket system.
(P2-1)
To help understand how frequently participants traveled to the natural water
source to collect water, they were asked, “When do you collect water?” Participants
traveled from once every other day to many times each day to collect water from a
natural source. Three (3) participants shared that they traveled to collect water two (2)
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times each day. One (1) participant indicted that he or she traveled to collect water three
(3) times a day. One (1) participant indicated that he or she traveled to collect water two
(2) or three (3) times a day. One (1) participant indicated that he or she traveled to collect
water every other day, while one (1) participant indicated that he or she traveled to collect
water whenever it was needed. Finally, one (1) participant indicated that he or she had
only one, one-gallon vessel, and therefore travelled many times each day to collect water.
To further explore an idea that emerged in phase one demonstrating participants’
belief that “others” did not know about clean water, therefore were at risk of water borne
disease, they were asked, “Do you know of others that do not have clean water?” All
eight (8) participants shared they knew of “others” without clean water. Two (2) of the
eight participants volunteered willingness to share clean water or water filters with those
without clean water. During the debrief, R3 and R4 speculated that these participants
shared this willingness because they were aware of the connection of the data collection
effort to the mission group, who was responsible for the bucket filtration system
distribution (i.e. if I communicate a willingness to share a filter, I will get/keep a filter).
When asked, “What do people need most regarding water?” all eight (8)
participants indicated that more training is needed. This is similar to types of requests
identified in phase one, as in each interview or focus group, participants requested
additional training about health, particularly clean water.
To provide additional evidence to support the idea that emerged in phase one, that
water was too personal and therefore, families would not share bucket filtration systems
or other types of water filters, participants were asked, “Would you share your clean
water with others?” was intended to All eight (8) participants indicated that they would

119

share clean water with others however, in contradiction to phase one responses.
Attempting to gather further information about this topic, R3 and R4 asked more specific
questions of the last five participants interviewed.
In the debrief, I learned that although participants agreed on a willingness to share
with neighbors, they would not share if the neighbor had control of the bucket system or
other filter. In short, they would share with others, but would not take from others if
offered. Probing further, R3 and R4 learned what they believed to be the source of the
unwillingness to share if a neighbor was in control of the bucket system or filter. Four (4)
of those five (5) participants indicated a neighbor could curse the filtered water, thereby
causing illness in his or her home. The researchers also shared in the debrief they did not
believe participants would share this type of information with me as it was directly
related to voodoo culture. From the participants’ perspective, I was a representative of the
church.
In response to “Do you have worries about not having clean water?” four (4)
participants shared worries and four (4) participants indicated they had no concerns. Of
those participants who worry, three (3) indicated they worried about not having aquatabs,
one (1) worried about not having a filter, and one (1) worried about getting sick due to a
lack of clean water.
Designed to validate the idea emerging in phase one that many families did not
have access to a bucket system, participants were asked the questions, “Do all families
have a bucket system?” The original intent of the mission was for households in a small
geographic area to share, therefore allowing more people access to clean water. Seven (7)
participants indicated that not all families have a bucket system or have access to a
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bucket system. One (1) participant indicated that all families have a bucket system or
have access to a bucket system.
When asked, “Do all families drink clean water? Why?” Six (6) participants
indicated that all families do not drink clean water. Five (5) of these six (6) participants
shared that families do not drink clean water because of either a lack of filters, broken
filters or a lack of water technicians. One (1) participant indicated that families do not
drink clean water because of a lack of knowledge. In the debrief, R3 and R4 conveyed
their attempt to encourage participants to tell them specifically who did not know about
clean water, but participant responses were generally vague, with no specific
identification of individuals or families.
Phase one and phase two data collection efforts spanned a time period of close to
eighteen months, separated in time by a twelve-month clean water education effort. In the
next section, I will discuss the results of the phase one and phase two data collection
efforts. Finally, I will provide the limitations of this study and direction for future
research.
Chapter 5: Discussion and Conclusion
Study Summary
In 2011, shortly after the devastating earthquake of 2010, and in response to the
growing cholera epidemic, a mission group from a Southeastern church sent bucket water
filtration systems to Layaye, Haiti to be distributed by the local church. In 2012, as a
member of the mission group, I was asked to travel to Layaye to determine what type of
education intervention would work best to continue increasing the health literacy of the
residents of Layaye, specifically about cholera and other water borne disease. After
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arriving in Layaye, I noticed that many bucket water filtration systems were not being
used as instructed. In many cases, I observed buckets that were separated from the system
being used to carry laundry, mix rice and beans, or function as a table base or hand
washing basin. In other cases, I noticed that local church leaders had multiple bucket
water filtration systems while others in the community had none. These curious
discoveries were concerning to me and I launched this study.
This ethnographic, qualitative, longitudinal exploratory was structured with data
collection Phases 1 and 2. In February 2012, I collected data during the short-term
medical mission trip with the help of two research assistants and a medical translator. I
originally collected the data to inform health education efforts and hoped it would also
unveil reasons that the bucket water filtration systems were, in many cases, not being
used to filter or clean water. I chose the PEN-3 cultural model to provide a theoretical
framework to code and interpret the collected data.
Phase 1 data included (3) interviews, two (2) focus groups, thirty (30)
photographs, ad my daily journal. All data was collected during a seven-day time period
in Layaye, Haiti in the country’s Central Plateau region. Focus groups included twentytwo (22) total participants made up of adults who attended secondary school (in U.S.
terms, first through sixth grade), professional trade school students, and professional
trade school teachers. Interviews included four (4) total participants; two (2) health care
workers, one (1) for-profit clinic owner and one (1) community member at large. In
ethnographic form, I also lived in and around the participants, sharing meals, casual
conversation and other daily activities.
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I transcribed Phase 1 data from video recordings and coded the data using the
PEN-3 cultural model’s nine domains as apriori categories. Although the PEN-3 cultural
model is most often used to determine the entry point of a health intervention, I used its
domains to identify problem areas of the water intervention that was well underway.
Through this analysis, I noticed probable intersubjectivity influencing response data. I
crafted Phase 2, in part, to mitigate the suspected intersubjectivity, but also to answer
additional questions that arose from Phase 1 data, and to supply evidence of the
participants’ lived experience of collecting, storing and filtering or cleaning water.
Phase 2 data included eight (8), three-part interviews. I was not present during the
Phase 2 data collection. Instead, two (2) research assistants conducted interviews, both
originating from the local area. They interviewed two (2) members of the Layaye
community and six (6) members of the surrounding smaller villages.
During the first portion of the interview, after obtaining consent, the research
assistants asked fifteen (15) questions in semi-structured interviews. After asking,
obtaining, and documenting responses, the research assistants asked each participant to
demonstrate how they collected, stored and “cleaned” water. The research assistants
photographed the origin of the water supply, the process of collection, and the method of
cleaning and storing. Following the demonstration, the research assistants asked each
participant an additional eight (8) questions. Research assistants compiled consent forms,
responses, and demonstration photographs in Microsoft Word format and emailed them
to me. Approximately one month later, when one of the research assistants was in the
United States, we debriefed, and I took notes about his descriptions of the experience.
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I describe here three key findings that provide responses to my Research
Questions: 1.) What do community members value about water in Layaye, Haiti; 2.) How
did the Layaye community members experience the clean water intervention; and 3.)
What does longitudinal data analyzed using the PEN-3 cultural model indicate about the
intervention? First, I will discuss what emerged from the data analysis about the value
participants place on water.
Response to the Research Questions
RQ1: Value of water to the participants. The results of the PEN-3 cultural
model coding and analysis confirms that participants place a high value on water as a
positive enabler. In the PEN-3 positive perception domain, participants exhibited
knowledge of the importance of the water and demonstrated an understanding of how to
protect the water supply. However, I also witnessed behaviors and actions that were
counterintuitive to that understanding, leading to negative perceptions, as well. First, I
will share a short description of the participants’ experience with water.
In Phase 1, I witnessed the residents of Layaye and the surrounding areas
collecting water from one dominate natural water source, a river that was approximately
100 yards downhill from the church and village buildings (Photograph 4.1.22). In Phase
2, participants demonstrated water collection at additional natural springs in the area
(Photographs 4.2.2, 4.2.5, 4.2.8, 4.2.10, 4.2.13, 4.2.15, 4.2.18, 4.2.19). Phase 2
participants described traveling multiple times a day to collect water from the natural
source. Phase 2 demonstration photographs also illustrate that water is collected in plastic
jugs or buckets, including buckets that are part of the water filter systems provided by the
US based mission after the earthquake (Photographs 4.2.3, 4.2.14, 4.2.15, 4.2.18).
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Participants reported traveling long distances, climbing mountains, and not having the
ability to collect water due to a lack of ability to carry heavy jugs or buckets.
Phase 1 interview and focus group participants indicated a preference for
Aquatabs when cleaning water, or other dissolvable water cleaning tablets available for
sale or provided by the government or NGOs.
PR: What about water filters and tablets? Do you use water filters or tablets at
home to make sure the water you drink is clean?
St1: We use tablets.
Simultaneous “oui” and nodding. (primary researcher and trade school students)
Phase 2 photographs also illustrated Aquatabs shown by participants in four of the
eight demonstrations (Photographs 4.2.4, 4.2.6, 4.2.11, 4.2.21). Although bucket water
filter systems were shown in photographs of five (5) of the eight demonstrations
(Photographs 4.2.4, 4.2.7, 4.2.9, 4.2.15, 4.2.21) only two (2) appeared to be assembled
and in working order (Photographs 4.2.7, 4.2.9). According to Tappero and Taux (2011),
part of the NGO and government efforts immediately following the earthquake included
the distribution of free water treatment products, such as Aquatabs, to encourage water
treatment in the home. Prior to the cholera outbreak in Haiti, an estimated 29% of
households used water treatment products, while after the outbreak, an estimated 87% of
households used water treatment products (Jacobson, Gaines, Gieselman & Handzel,
2010). Williams, et. al (2015) found that the Haitian participants in their study preferred
Aquatabs (or similar commercial products) and liquid chlorine due to ease of use and
obtainability.
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Williams, et. al (2015) also reported that participants in the same study plainly
comprehended the health risk of untreated water and identified multiple methods to clean
or filter water. Similarly, in Phase 1, I was witness to greater health literacy regarding
cholera and water borne disease than I was told to expect from the mission group
leadership when planning trip. I viewed many posters in the schools and for-profit clinics
that directly addressed the cholera threat (Photograph 4.1.9). In each focus group and
interview, participants from Layaye and the surrounding areas spoke to the threat of
cholera, its causes, and preventions.
S3: We wash hands before cooking or eating.
PR: Si bon, that’s good. So, you wash hands, is there anything else you do to
prevent cholera?
S4: Yes, and we flap our hands to dry, like this (flaps hands)
S2, S3 & S4 flapping hands in air to simulate how they dry their hands
PR: Si bon, yes, that prevents other germs.
S4: Yes, yes.
S1: Yes, we have a bag with clean water that hangs. We know that is the water to
wash hands. And we have to have something that will make your hands clean to
use with the water.
PR: Like soap or disinfectant?
S1: Yes, yes. Using the water from the clean bag.
PR: Ok. So clean water and clean hands.
S1: And we use the Clorox. (trade school students)
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Similarly, Phase 2 participants verbalized a clear understanding of the sources of
cholera and preventative measures.
If the water is not treated, it will make me discomfort by catching Cholera. As a
result, I have to make sure that I have clean water to drink, to cook, and to wash
my hands before eating and after using latrines. Unfortunately, we don’t have
latrines around here. (phase 2, participant 3)
According to Jobe (2011), STMMs should be aware of the in-country public
health campaigns established by the government, NGOs, or other STMMs operating in
the same geographic area. Being aware of the broader public health messaging, the level
of communication that has occurred in the area served and the goals and objectives of the
occurring campaigns can save time and effort.
Notably, there were instances of negative perceptions in the PEN-3 cultural
model, particularly in Phase 1, when participants discussed others who did not have
knowledge about water borne disease. Throughout Phase 1, although participants
verbalized understanding about cholera, they also expressed concern for those they
believed did not know about the dangers of unclean water.
Of course, the cholera. That is bad. Then stomach, stomach and pain. Blood
pressure is really, really important and can cause many afflictions. But the
cholera has been a very bad thing. We have some help with water with tablets, but
we need good water, that is not with the cholera. People do not understand the
water is the cholera. (trade school student).
In phase 2, participants also shared a concern that not everyone knows about
cholera and how to prevent the disease.
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No, because not everyone knows to drink clean water. (phase 2, participant 6)
Although repeatedly, participants expressed concern for those that did not know
that clear water was not clean water, or that cholera is a waterborne disease, no
participant in the Phase 1 focus groups and interviews or the Phase 2 interviews lacked
this knowledge. Not only did the participants verbalize an understanding of cholera as a
waterborne disease, they were able to communicate preventative measures and their
importance.
Over the course of my stay during Phase 1, I experienced first-hand PEN-3
cultural model negative enablers. Most days, in the mornings and afternoons while in
Layaye, I walked to the river to see the activity taking place, observe people interacting
with the river, and consider the life-experience of the people of Layaye in relation to the
river. During the interviews, focus groups, and casual conversation, I repeatedly heard
clear understandings of how cholera and water borne disease are transmitted. In an
interview with a community member at large, she shared her concern about human feces
and its link to cholera.
No, they do not know. And some people do not have latrines and they make feces
on the ground. This is not good. (community member at large)
However, on different days, in different locations in and around the river, I
observed behavior that could be considered a risk to the valuable water supply. I
witnessed livestock crossing the river or walking on the roads and paths close to the river
(Photographs 4.1.15, 4.1.24, 4.1.25). I also witnessed livestock tethered to the bottom of
the shallow riverbed (Photographs 4.1.7). In one instance, I witnessed a pig tied to the
riverbed and young boys playing in river water just around a bend in the river
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(Photograph 4.1.22). Daily, community members could be found washing clothes in the
river close to the tethered livestock (Photograph 4.1.14). Additionally, behind the church
buildings, on a downhill slope that lead to the river, all manner of organic and nonorganic trash had accumulated on the ground (Photograph 4.1.16). More importantly, I
did not see any person make an effort to change these behaviors, nor did I see anyone
alarmed by the behaviors.
Finally, during Phase 1, the essential idea that water was a very personal resource
emerged. The idea that water as a resource is very personal and therefore, important, was
central to limiting the success of the hub-and-spoke intention of the bucket water filter
intervention. As I will put forward, this PEN-3 cultural model negative perception, rooted
in a deep mistrust of neighbors, although suggested, was difficult to explain in depth or
an evidential manner using Phase 1 data. In Phase 1, during the first interview, water as a
personal resource was described, and with it a belief that people would not take water
from a neighbor or clean water through a filter that was physically located at a neighbor’s
home.
PR: Ok, so. Do people share the water? I mean if one house has a bucket system,
do they share their water with their neighbors?
HCW2: No.
PR: Why would they not share?
HCW2: It is too personal. They would not share their water. Water is very
personal.
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PR: Wow, I did not realize that. So, if someone has clean water in their house and
the bucket system, they would not help the others in the area by giving them
water?
HCW2: No. They would not do that.
Regardless of my probing, the health care worker would not provide additional
information about “not sharing” water. The translator also, would not elaborate about
why the conversation stalled. A few days later, we experienced a similar response with
the adult trade school students and teachers. I attempted to probe further with this larger
group, and the teacher appeared to attempt to change the subject at the end of this
encounter.
PR: Si bon and do you all have clean water at home.
All: No. No. Not always.
S3: Yes, yes, we know about the bucket system. But not everyone got a bucket
system. So no, we do not always have clean water if don’t have the tablets.
PR: So, not everyone got the bucket system, but do they share the water from the
bucket?
TS1: Um, can you explain a bit more.
PR: Sure, so there were many bucket systems, people were supposed to share with
their neighbors, those around them. Do people not share the water or let others
filter their water with the buckets?
S1, S3, S4, TS2, TS3: No, no, no.
S3: We would not do that.
S1: No, no.
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PR: Ok, so no, no sharing the filters.
TS1: No, they would not do that, it is too personal.
PR: Ok, it is too personal?
TS1: Yes, too personal.
All nodding in agreement.
PR: So, no one will share the filters.
All shaking head and replying, “No.”
TS1: And another thing, we teach them here about clean water. Many people who
do not go to this school do not know. They do not know that the water is clear,
when it is clear that does not mean it is clean. The water can be clear and not be
clean. Many people do not understand, you see. (trade school teacher and
students)
During the focus group of adult secondary school students, I once again probed
for more information about this idea of water being personal and an unwillingness to
share water or water filters.
PR: Do any of you use the bucket systems to filter your water?
Simultaneous shaking head, nos.
PR: Would you share the bucket system with a neighbor who had one?
Simultaneous shaking heads.
PR: Why would you not share the bucket system?
St3: We would share, but not use the neighbors.
PR: You mean you would share with the neighbors, but you would not use their
bucket system?
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St3: No, we would not use it (the neighbor’s bucket system).
PR: Why would you not use the neighbor’s bucket system?
St3: We would not do that.
PR: (to translator) I’m not getting the why here. What can ask that, would get
that?
T: I don’t know. I don’t think they will. It’s that personal, like we talked about
yesterday.
PR: You think they will not answer.
T: I think no. (adult secondary school students and translator)
At that point in the interview I became aware that the participants and the
translator appeared uncomfortable with the line of questioning. Later in the evening,
during the daily debrief, I asked the translator about the lack of clear response from
participants when directly asked why they would not accept water from a neighbor or
clean water in a neighbor’s filter. At that time, he also evaded a direct answer to my
question.
As a result of the analysis, the data suggests that participants of the clean water
intervention had access to water cleaning methods and products, knowledge about
cholera and its proliferation, and an understanding of preventative methods. Additionally,
all participants knew someone or had a family member that died of cholera. Williams, et.
al (2015) found that although health messaging can be well received and remarkably
understood by participants in a STMM, that does not guarantee compliant behavior.
Importantly, as we compare cultural value and communications patterns between Haiti
and the United States, note that the literature is corpulent with examples of failed health

132

interventions in the United States. Matteson (1999) found participants at risk to contract
HIV/AIDS, clearly had the self-efficacy, understood the risks and preventative measures,
but chose not to comply with safe sex options. It was Mattson’s 1999 work that called for
a clearer understanding of reasons for noncompliance beyond ability, self-efficacy and
knowledge.
In another study, college students ignored smoke-free campus policies even
though they understood the health risks and consequences of smoking on-campus
(Braverman, Geldhof, Hoogesteger & Johnson, 2018). The idea of noncompliance with
preventative or curative measures is well documented. Therefore, we must be open to
accepting the bucket water filter intervention naturally would have noncompliant
behavior, even if installed with a culturally aware approach
In the next section, I will discuss the intervention as a lived-experience of the
participants in and around Layaye to provide a richer understanding of the deep-rooted
cultural challenges impacting this intervention,
RQ2: The intervention and lived-experience of the participants. To better
understand the cultural beliefs, attitudes and perceptions of the participants and how they
impacted the bucket water filter intervention, I will discuss four (4) observations: 1)
facework and the “grateful receiver”, 2) intervention entry point success, 3) structural
challenges overlooked, and 4) lack of control, low uncertainty avoidance and distrust of
neighbors.
Facework and the “grateful receiver”. In Phase 1 data, I noticed patterned
responses in focus groups and interviews. Participants expressed, one-by-one,
gratefulness to God for the U.S.-based church’s efforts in Layaye.
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We are grateful to God for all that you do in (U.S.-based mission origin) to help
us. You are here by God’s grace and we are thankful. (healthcare worker)
This was followed by similar responses in which participants shared the benefits
they received individually and as a community as a result of the church’s mission efforts.
My name is (S1). I am here to learn how to be a cook, to cook. I am very grateful
to God for learn and have this opportunity to learn. (trade school student)
The literature reveals that frequently, STMM participants express gratitude and
compare foreign-provided health care to local care providers, foreign-provided health
being “better” or “good”, and locally-provided health being “worse” or “not as good”
(Nouvet, 2016, Ong, et al., 2015). Additionally, in the same studies, participants
expressed gratitude in a manner similar to the participants in Layaye. Researchers found
those displays of gratitude could not be taken literally or at face value (Nouvet, 2016,
Ong, et al., 2015). In Nicaraugua, Novet, et. al (2018) also noted similar judgement of
mission aid as “God’s will” and its inherent goodness. After several interviews and focus
groups, most beginning in this same manner, it appeared to me that participants were
acting-out a role of the “grateful receiver”, as if given a script of what to say to the white
mission workers from the United States. My natural reaction, coming from an
individualistic culture accustomed to communicating in a low-context manner and from a
low-power distance country, was to relate personally to participants. It became evident to
me that I was presenting my “self-face” (confident, dominant) in search of information;
my participants were presenting their “other face” (conflict avoiding, cooperative,
grateful and submissive) (Elsayed-Ekhouly & Buda, 1996; Gabrielidis, Stephan, Ybarra,
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Des Santos Person, & Villareal, 1997; Ting-Toomey & Kurogi, 1998; Ohbuchi, K.,
Fukushima, O. & Tedeschi, J. T., 1999).
The “other face” communication pattern witnessed is also representative of
Haitians exhibiting a high-context cultural dimension, rarely speaking their mind to those
they believe dominant. Haitians often try to appear competent and worthy, saving-face
when confronted by someone who they believe to have great resources (Foster, 2002).
Witnessing the performance of “other-face” during the Phase 1 data collection,
Phase 2 data demonstrates that participants did not portray the role of “grateful receiver”.
Although the questions were much more structured and specific than in Phase 1,
responses were brief, to the point, and did not contain the grateful talk present in Phase 1.
When I asked the research assistants in the debrief about the presence of expressions of
gratitude, they indicated that they did not hear gratitude talk and shared that it was, “how
we (Haitians) talk to mission representatives.”
PEN-3 potential entry point. The PEN-3 cultural model data analysis leads a
health interventionist to the best entry point of an intervention in its first phase. Then, in
its second phase, PEN-3 engages the community in planning, designing, executing and
evaluating a health intervention. In this case, to better understand the cultural impact of
the bucket water filter intervention, I used PEN-3 to unveil challenges in an intervention
that was already under way. Scholars have used this approach before to analyze ongoing
interventions or campaigns. For example, Kline (2007) employed the PEN-3 framework
to thematize messaging from existing mammography pamphlets. The framework revealed
that the pamphlets, although accurate and based on rhetorical choices accentuating ethnic
differences which supported mammography, obscured those ethnic differences. Osann,
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et. al (2011) similarly adapted the PEN-3 framework to analyze clinical trial education
materials. The results of that analysis lead to revisions and improvement to the education
materials that incorporated the trial participants’ concerns.
The PEN-3 coded data for this exploratory during both Phases indicate the church
as the most likely intervention point:
1. the church and its supported schools were coded as positive enablers
(resources),
2. the participants’ trust and belief in church programs were coded as positive
perceptions (beliefs, knowledge, and attitudes), and,
3. the church’s representatives were coded as positive nurturers (people).
First, in Phase 1, participants verbalized familiarity with church-based health
interventions.
PR: Yes. And you have so much good knowledge, how did you learn this
knowledge?
CM1: I learn! I learn!
PR: Yes, but you know so much, how did you learn?
CM1: Sometimes I work with and serve the church. And through that I learn
about all these things.
PR: So just through knowing people at the church?
CM1: Yes, yea.
PR: Do you share the information you have with others so that they will know
more, too?
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CM1: Yes, I share. I work with the church and am responsible for groups at the
church. I share with people there. (community member at large)
Phase 2 participants also indicated a clear understanding that trustworthy health
interventions come from the church, PEN-3 cultural model positive perceptions and
nurturers.
The best way for me to learn about health is getting trained in Church and
general meetings. (phase 2, participant 3)
However, in the focus groups of adult students at both the trade and secondary
schools, participants expressed a distrust in church leaders that were managing the
intervention, distributing the water filters, and facilitating in the water filter repair
process. Students expressed the belief that the bucket systems were not only distributed
unequally in the community, but many were broken, missing parts, or not functioning.
S3: Yes, we know about the buckets. The water technicians help with the buckets.
They do not have the things needed to fix the buckets. We know the water
technicians and they try to help with the buckets.
PR: So, you think that the buckets don’t work anymore, or they are broken?
S3: Yes, they are. (trade school student)
Similarly, in Phase 2, participants expressed concern about the equal distribution
of buckets and a lack of ability by the water technicians to fix broken bucket water filters.
I know only three people that have the bucket system because we got them
together. (phase 2, participant 1)
No, because the filters break apart and they do not value it. There is no technician
visits neither. (phase 2, participant 8).
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Even though the bucket water filter system parts were promised by the U.S.-based
mission, participants did not specifically pass blame on to the mission group in the
interview and focus group responses. In fact, even the health care workers interviewed
acknowledged that the hub and spoke model for the bucket water filters was not working
as hoped, and shared frustration over a lack of parts and ability to repair broken filters.
HCW1: By God’s grace we are able to take the medicine that you send us up into
the mountains. But one thing we do see is the Cholera. It is bad. Some of the
people, especially up in the mountains, they do not know what to do with it.
PR: So, do you think they (people in the mountains surrounding Layaye) do not
know what it is? Cholera I mean?
HCW1: Some of them do. But they do not have clean water and do not know what
to do. So many sick. So many dying.
PR: Do the water filters that you maintenance help the clean water problem?
HCW1: Yes, but there are not for all. There are not enough for everyone. And
some of them, they miss, they are missing . . .
PR: The parts. Do they have broken parts?
HCW2: Yes. Many are broken and we need more parts. More parts and the
tablets. (health care workers 1 & 2)
Therefore, even though participants in both phases expressed both assurance and
mistrust in the church and its representatives as an entry point, no other clear or obvious
point of entry for the intervention arose from the data in either Phase 1 or 2.
Structural violence in rural Haiti. In Chapter 2: Literature Review, I discussed
the construct of structural violence and the impact that missing infrastructure and services
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can have on any population, particularly our participants in Layaye. As PEN-3 cultural
model negative enablers, several of these structural challenges were not considered early
in the planning of the bucket water filter system intervention. For example, participants
were specifically asked about their health concerns, and although cholera was discussed,
many other illnesses, diseases, and health challenges were mentioned, such as
chikungunya, HIV/AIDS, and chemicals in food and water. Therefore, in retrospect,
cholera for our participants was one deadly disease in a litany of health challenges. In
another example, one adult secondary school student shared his difficulty with accessing
clean water during his four-hour walk from home to school. Regardless of his knowledge
and understanding of cholera and its prevention, he might contract the disease by
drinking unclean water simply because he did not have access.
PR: As if they can do all the things they read about here, or are they too hard to
do?
St4, St5, St6: Oui, yes.
St1: No
PR: (Translator), he said no, can you ask him what or why?
T: Ok, ok, so he wanted to tell you that it is so easy to get the virus. When you are
walking, like to school, there is not water that you know to be clean. So, you can
easily get the virus.
PR: Ok, so he means that like on the way to school, he has no water except the
water he finds along the way?
T: Yes, and he does not know.
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PR: Ok, that makes sense. He does not know if it is clean. I think you have to
assume is it not clean. That’s the first time we heard that.
RA1: Remember they may be walking hours to get to school.
PR: Yes, I guess they would get thirsty. That makes sense.
T: Yes. That is what he means.
PR: So, he can’t always know his water is clean, right. If he has to drink
something on the way to school, he just won’t know.
St1: (nodding) Oui.
One of the health care workers interviewed stressed that although cholera was
deadly and impacting the population in and around Layaye, hunger and malnutrition
continue to be an even larger problem to the people of the area.
HCW2: But there is the most powerful one, that is called malnutrition.
PR: Malnutrition? Yes, that is very, very bad. What are you seeing as a result of
the malnutrition? What are the symptoms that you see?
HCW2: Yes, OK, there are several. We know when the kids have big bellies. That
is one. And the really thin neck. There is the red hair and eyes. These all allow us
to recognize the malnutrition.
Finally, a community member at large discussed her fear of not having access to
health care for herself or her son. The community member shared that although care is
free at places like the Partner’s In Health hospital, there the outstanding cost of travel
food, lodging and supplies that makes free care unobtainable.
PR: Ok, yes. So, let’s go back to what you worry about? What are your big
worries about your health, for you and (son)?
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CM1: Just not having enough care.
PR: (translator), does she mean healthcare?
T: No, just care. I think. Just care, not healthcare.
PR: Can you help me understand what you mean by care?
CM1: When you have good care, you have good health. For example, so if you
are very sick, you must go to the hospital, but maybe you cannot.
PR: Ok, like not having transportation to the hospital?
CM: No, we can always find a way to the hospital. What is the concern is not
affording it. I can always get to the hospital, but I have no way to pay for it. If
you are very sick, they will ask you to go to Conge.
T: You know Conge?
PR: Yes, Conge where the Partners In Health hospital is located?
T: Yes. In Conge.
RA1: Ask her what she means by that, more about Conge.
CM: So, when the doctor sends you there, you must travel there, then feed
yourself, and pay for the doctor there. So, you have to travel and eat. That is
hard. (community member at large)
Finally, prevention tactics, such as filtering water, are based on acceptance of
preventative measures in disease avoidance. The participants in Layaye are not
accustomed to considering and acting on prescribed preventative tactics or measures.
Structurally, the participants do not have easy access to medical care; therefore,
practicing preventative care can be an evasive construct. For example, the trade school
students and teachers shared their thoughts on traveling to Layaye on a Sunday to visit a
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doctor paid by the U.S. based mission group, who would provide preventative care for
the students.
S3: But when the doctors come through like (mission doctor from US), it is too far
for me and my family to come here. It is too far away.
PR: So, it is too far to travel to see (mission doctor from US)?
S3: Yes.
RA2: But, PR, it’s not too far to come here to school?
PR: Good point. (Translator), ask why it is not too far to come to school, but too
far to come to see the doctor.
S3: No, no, no. It is too far to come on a Sunday. You see.
RA2: Maybe he needs to come on a different day?
TS1: So, her family must walk four hours to get here, then four hours to go home.
Sunday is the day for the family, and the walk is too far. Most students stay close
to here for the school-days but spend time with their families on Sunday.
PR: Ok, I see. So, the distance is too far to travel on Sunday because that would
be eight hours of walking and the time should be spent with the family at home?
TS1: Yes, yes.
PR: So, if the doctor came on a day you were here at school, would you see the
doctor?
No response.
TS1: Ok, so if (Doctor) came on the days of school, I would make them see the
doctor.
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I infer here that they only would see the doctor if the school required them to see
the doctor.
PR: Ok, well what about the teachers? Would you see the doctor here at the
school? Or do you see the doctor in Hinche?
Simultaneous, “Hinche” from teachers.
PR: Do you see a particular doctor or go to a particular clinic in Hinche?
No response.
T: This is something that is very different for you guys. We do not have a doctor
we see. We go to whatever clinic we can. These students will go to the doctor if
they think something is very wrong. You have the checkups and make sure you are
staying in good health. That is not what happens with Haitians. That is not what
happens here.
PR: How do you determine which clinic?
T: That depends. There are many clinics with doctors from the US. We would go
to those first, if we can get in. If not, we go to the hospital in Hinche.
PR: You mean most people from this area?
T: Yes.
PR: No preventative medicine.
T: No.
PR: Ask if they would go to the doctor if they were feeling ok, but to prevent being
sick in the future.
No response.
PR: I’m guessing that is a no.
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T: No, they would not go to the doctor unless they thought something was wrong.
TS1: Yes, they would not.
Therefore, prescribing preventative care in an environment where preventative
care is not accepted as the norm can present additional education and acceptance
challenges, but more importantly challenges the limits of time, access, and energy for
those living in this remote context.
Lack of control, low uncertainty avoidance and distrust of neighbors. Earlier,
I discussed the cultural dimensions and value patterns common to Haitian communicative
interactions. In many cases, these belief systems may give rise to existential or even
negative perceptions when evaluating using the PEN-3 cultural model. Haitians tend to
not feel in control of their destiny or future, have high-power distance, and do not avoid
uncertainty (Foster, 2002). In a Phase 1 focus group, students share their collective fears,
and an adult secondary school student shares his perspective on that fear.
PR: Let’s try this, (translator), all these diseases like cholera, malaria, STDs,
does this make them afraid? How do they feel about so many things that are
dangerous?
Simultaneous “Oui” and nodding heads.
PR: Yes? Yes, we all agree. How does that make you feel?
St4: It’s hard for us. But are from Haiti. We have many challenges, things to be
afraid of. (adult secondary school student)
This lack of control and isolation from those they feel to be powerful can lead to
mistrust of those in power positions, such as doctors and other medical professionals. In
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Phase 1, participants frequently communicated a mistrust of Haitian medical
professionals and a preference for U.S. based medical professionals.
S3: Sometimes we have medicines. But many times, the medicines are not good.
They do not work.
PR: Ok, so the medicines are not good?
S3: No, not good.
PR: And where do you get the medicines? At the clinic from Clinic Owner?
TS1: Yes, some medicines are from the clinic, but we must pay for those. We get
medicine from the doctors that come to Layaye. The medicine we get from
(mission doctor from US) are good.
PR: They are good. So, you trust the medicine from (mission doctor from US). But
maybe not trust the medicine from others.
TS1: Yes
Many nodding in agreement. (trade school students and teacher)
Nouvet, et. al (2018) and Ong, et. al (2015) also found STMM participants
believing U.S. or foreign-based medicine was superior to local medicine; however,
according to Nouvet, et. al (2018), no empirical evidence has proven this to be the case
consistently.
Earlier in this discussion, I examined a participant perspective that water was a
very personal resource. In the post-Phase 2 debrief with research assistants, I repeatedly
asked about this construct and why participants and they seemed to be avoiding a clear
response to my questions. Hesitantly, they described the prevalence of voodoo culture, or
the “old ways” and concerns participants expressed about cursing either water filters or
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the water that was cleaned through a water filter. They shared that people were willing to
share water, but not take water or filter water through another’s filter. Simply, if the
participant controlled the water filter, they could ensure the water cleaned through the
filter was not cursed or tainted in some way. If another controlled the water filter or the
water that was filtered, the receiving participant would not know that the water was not
cursed or tainted.
Health care workers shared a story of an HIV/AIDS patient that adhered to the
“old ways” in the mountain areas around Layaye.
PR: What else do you see in the mountains?
HCW2: There is one big problem and that is HIV. We see a lot of the people
having HIV.
PR: Wow, so that is a big problem?
HCW2: Yes. We know what it looks like, you, well, when you have the HIV.
PR: And do the people understand what is HIV and how you can get HIV?
HCW2: Yes. Sometimes they do. But it is often when it is too late. We see a lot of
that.
HCW1: Yes, we have seen that some who have not accepted the Lord Jesus Christ
as their Savior, you know, the still believe in the other ways. We even saw a young
woman at the priest’s home and she had the HIV.
HCW2: Yes. We knew it was too late.
PR: Do you mean voodoo? Are we talking about the voodoo priest?
HCW2: (nodding) Yes, voodoo. The priest tried to save her. She came to the priest
to be cured. But she was very sick. She was staying at the house of the priest.
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PR: Do you think that she knew she had HIV or what caused it?
HCW2: I think she did, but it was too late.
PR: Do you mean that she did not know she had it until she started having
symptoms?
HCW2: Yes.
HCW1: (nodding)
PR: That brings up an interesting point. (HCW1 and HCW2), do a lot of the
people in the mountains believe that voodoo can cure illness like HIV or Cholera?
HCW1: (nodding after deep thought) Yes. They have not accepted the Lord Jesus
Christ and still follow the old ways. They believe in the magic. They believe the
priest. That he can help them with their illnesses. They do not know God’s grace.
Or, if they do, they still follow some of the old ways. They still believe in the
magic.
PR: So, do they believe that it does not matter if they try to prevent disease, it will
just happen to them?
HCW2: Yes. Ok, they believe that sickness is part of the magic.
PR: So, if they believe this, will they listen to what we say on the cards [guides
about clean water], or what you tell them about Cholera or HIV?
HCW2: Yes, I think so.
HCW1: By God’s grace we are able to go up to the people and take them the
medicines. They believe us. They trust. They know we are good things. It is the
more and more they hear. They will accept God’s grace.
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According to Harshfield, Lantagne, Turbes and Null (2012), in their study about
Haitians’ clean water consumption after the 2010 earthquake, somewhere between four
and one-half percent and close to fifteen percent of people in their study practiced
voodoo. However, the CIA (2012) estimates that close to fifty percent of the population
of Haiti practices some type of voodoo, often in conjunction with some other religions
such as different types of Catholic and Protestant Christianity. Shortly after the
earthquake and the following cholera epidemic, voodoo priests and practitioners were
lynched, as a result of misinformation that they had something to do with the natural
disaster and disease proliferation. I believe that participants in my project feared
discussing issues in relation to voodoo with me because I represented the church mission
group, but also because of the existing climate in the country and violence targeting
voodoo practitioners.
Previously, in the introductory chapter, I discussed a diffusion of innovation study
in which researchers engaged a voodoo priest to assist in an HIV/AIDs intervention.
Although researchers believed the effort to be successful, project funding ran out and
they were not able to publish verifiable results. Because participants in this study avoided
discussing voodoo or the “old ways” it is also difficult to determine the level of impact it
had on this intervention.
RQ3: Indications about this intervention. As early as 1993, Montgomery
challenged organizers of short-term missions, pointing to STMMs defaulting to a focus
on the quick-fixes that do not address preventative health, underlying inequalities leading
to poor health outcomes, or underserving public health infrastructures. These quick-fixes
often lead to short- and long-term failure (Montgomery, 1993). According to Haasl
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(2018), most of the STMM volunteers in Catholic missions are lay church members who
have no formal training for cross-cultural mission or medical work. This was partially the
case in the water intervention in Layaye, as one member of the mission board had
international public health experience and several had professional medical training,
however, most volunteers did not. Haasl (2018) also found that no foundational Catholic
Church document lays out ethical mission practices or informs parishes and volunteers,
like the mission group in this exploratory, about the ethical cross-cultural or
communication challenges they may face (Haasl, 2018).
Following large natural disasters, like the 2010 earthquake in Haiti, well-meaning
volunteers feel driven to respond, often without much thought of his or her ability to
perform in challenging conditions or personal preparedness (Bajkiewicz, 2009). In the
case of the 2010 earthquake in Haiti, the media flooded channels with shocking
photographs and videos of the devastation and loss. Volunteers entered the country with
good intentions but were met by a majorly disrupted healthcare and government
infrastructure that was inadequate even before the earthquake (Jobe, 2011). From my
observation, in the case of the bucket water filter intervention in Layaye, the mission
group felt driven to act to protect the people of Layaye from the water borne disease that
followed the earthquake. The group felt great responsibility to the people of Layaye and
had a strong desire to do something. Haasl (2018, p. 420) asks mission groups to be
aware of the possibility of STMMs “unintentionally trampling over their partners. . . in
their exuberance to fix and solve the many apparent problems of their partners.”
Like the members of the mission group that supports Layaye, most STMM
volunteers believe they are approaching the mission to help, with honorable intentions,
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moral obligation or aspirational altruism. These volunteers, for the most part, share a
desire to use the knowledge and other resources they have to help those they consider less
fortunate (Oliphant, 2018; Sykes 2014). However, the research demonstrates that STMM
volunteers often do not consider the participants’ lived experience of the intervention
(Haasl, 2018). Although throughout the literature, STMM volunteers provide varied
motivations for participating in mission work, most refer to his or her own personal
benefit or mission groups’ success benchmarks, while few relate the evaluation of
positiveness directly to the interventions’ participants (Oliphant, 2018). In fact, in
Graves’ (1997) master’s thesis, a content analysis of forty-one articles on STMMs, no
discussion of positive outcomes or improvements occurred in the literature that related
directly to the missions’ participants. Positive outcomes were framed from the
perspective of the volunteers. Therefore, Slimback’s (2008, p. 172) use of the Abraham
Citron quote, “whites operate in an aura of assumed rightness and unconscious
superiority,” referring to western, Caucasian, well-intended mission workers, is useful to
frame the discussion about STMM cross-cultural communication challenges.
This assumed rightness and unconscious superiority can become an even larger
problem when language is a barrier that can be compounded by STMM volunteers not
spending enough time with the participants to more fully understand the language, the
culture and the nuances of each (Haasl, 2018). The literature is paunchy with cases of
STMM efforts and their evaluation. For example, in a case study, Heffernan (2007) found
a Michigan church’s mission group focused all its resources on participants in a small,
narrowly defined geographic area of Haiti without considering the larger, more
systematic and structural causes of poverty. She particularly noted that mission
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volunteers saw the participants in Haiti as uneducated, illiterate, and evasive yet saw
themselves as being called to “save” or “rescue” the Haitian participants from poverty
and its effects. Bakker (2014) warns of such relational structures having a tendency to fall
into “patterns of soft imperialism and dependency” (p. 241). Furthermore, Moodie (2013)
depicts her participation in a mission trip to El Salvador in which the community had an
over twenty-year relationship with the parish facilitating the mission. She describes how
both participants and mission volunteers spoke of intimacy and connectedness; however,
the very different communities did not discuss their differences. She goes on to say that
the communities will “continue to describe a deep sense of intimacy even as they do not
understand each other” (p. 60). I witnessed similar paternalism, dependency and
expressions of connectedness between the mission group members and the participants in
Layaye.
In the 2018 study of STMM volunteers, Haasl found that few understood or were
aware of the cross-cultural communication patterns of peoples who are historically
dominated by other cultures, like the residents of Layaye, who tend to defer to those of
the culture considered dominant. Oliphant (2018) describes this un-equableness as a
“power divide and communication abyss” that often obstructs STMM planning,
development, execution and evaluation. In 2006, David Zac Iringiye, the then Assistant
Bishop of Kampala, Uganda said, “Africa’s crisis today is not poverty. It is not AIDS.
Africa’s crisis is confidence. What decades of colonialism and missionary enterprise
eroded among us is confidence” (in Adeney, 2008, p. 131-132).
Implications and Future Research
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Frequency of STMMs in Haiti. Short-term missions are defined by Nouvet, Chan
and Schwartz (2018, p. 457) as, “groups, normally constituted by volunteers and from
high-income countries, who travel to low- and middle-income countries to provided
health care for anywhere from a few days to two months.” The intervention explored in
this research fits this definition. When handled appropriately, STMMs can offer
significant benefits for the volunteers, participants and local health care providers.
(Oliphant, 2018; Sykes 2014) These STMMs have become so popular that the literature
points to the term, “volun-tourists” to describe STMM volunteers (Snyder, Dharams,
Crooks, 2011; Roberts, 2006).
Mission leadership and evaluation of programs. In his 2018 study, Michael
Haasl discusses mission statements or visions between U.S. based mission groups and
their partner participants. He found that forty percent of the partnerships he surveyed had
a mutually determined vision or mission statement and less than twenty-five percent used
it regularly. Although in the case of the bucket water filter intervention in Layaye, we can
assess that quick decisions were made because of a natural disaster. According to Farrell
(2017), the lack of mutuality is not an uncommon reaction in the aftermath of a disaster.
However, a lack of mutuality is present in many interventions that are not directly the
result of a disaster as well. More research is warranted to determine best case or best
practices to help guide the formulation of more inclusive and mutually developed mission
strategies (Farrell, 2017).
According to the Center for Applied Research in the Apostolate (2003), the
mission to low-income to middle-income countries has become a significant mode of
mission for U.S. Catholic church parishes. The country most visited by STMM teams is
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Haiti (Bradford, 2016). In part, because of the frequency of STMMs in Haiti, I believe
this research to be particularly significant. More research is also warranted to help
formulate best practice mission planning and evaluation protocols.
Facework in STMMs. The “other-face” presentation and strong desire to please
volunteers from a dominating culture - attempting to appear grateful, knowledgeable and
proficient - can be problematic in the preparation, planning, delivering and evaluating a
health intervention. Goulet (1995, p.193) posits that, “the most basic human need of poor
people is that they define their own needs, organize themselves to meet them, and
transcend them as they see fit.” Furthermore, according to Slim (2002) in Nouvet, et. al,
(2018, p. 457) “The ethical performance in humanitarian health care is about what
transpires between promise and delivery. In other words, assessing the work of STMMs
requires attending to how health care provided through these is lived and/or represented
as ‘good’ or ‘not good’ by those these aim to benefit.”
However, if the communication process is disrupted as a result of cultural
communication differences between the participants and the volunteers, and those
differences are not clearly understood and addressed, getting forthright information to
flow between participants and volunteers will be challenged, if not close to impossible.
Contextually, understanding facework and the impact it has on cross-cultural interactions
in STMMs requires much more research.
Cultural dimensions and value patterns. Communication research
unambiguously demonstrates the value of cultural dimensions and cultural value patterns
in cross-cultural interactions (Betsch, et. al, 2016; Cai & Fink, 2002; Macomby, 1998;
Hofstede, 1986; Hall, 1959). I have well established that cases of cross-cultural STMMs,
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and their successes and failures, are existent across disciplines in the academic literature.
Although many of these studies allude to the cross-cultural challenges faced by
volunteers and participants in STMMs alike, there is much less research specifically
discussing the impact of cultural value patterns, cultural dimensions, or breakdowns in
the communication process as a result of their effect. I believe there is room for extensive
research in this area, not only in Haiti but in South America, Africa, parts of the United
States, and any geographic location where STMMs operate. In each locale they meet a
unique people, creating a power and culture imbalance, while in good faith, trying to
serve the participants of their mission.
Limitations
In its whole, this study provides a further step in understanding the immensely
complex cross-cultural experience of the STMM for both participants and volunteers. The
findings provide supportive evidence of a link between outcomes impacted by conflict in
STMMs and cultural values, cultural dimensions and the cross-cultural communication
process. The study also demonstrated the possible use of the PEN-3 cultural model postintervention to identify causes for noncompliance or unexpected outcomes. However,
several limitations must be recognized.
Unique case. This study is a compilation of qualitative, longitudinal,
ethnographic data related to one health intervention, the bucket water filter system
distribution and follow-up. Although direct links have been presented, they are presented
for this one intervention. A different intervention in a different time or place with a
different people of a unique culture may present different findings. Additionally, the
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nature of ethnomethods accepts and acknowledges the bias of the researching within a
study.
Phase 1 church leadership-selected participants. Participants in Phase 1 were
selected by the parish priest and church leaders in Layaye. Therefore, I assume some bias
is reflected in the selection process. Although the research assistants selected the
participants for Phase 2 data collection, I can also assume some bias on the part of the
research assistants as well.
Translation and nature of Haitian Creole. With little standardization, Haitian
Creole is, for the most part, a spoken language that varies from area to area. This fluid
nature of the language can make translation difficult and inconsistent (Williams, et. al,
2015). Although I hired a medical translator from the area near Layaye with experience
translating for STMMs, translation was a limitation that hindered my ability to
understand the often-delicate nuances of responses. The data shows many probing
opportunities in which the conversation drifts from me (as researcher) to the translator
and back to me, instead of validating the translator’s response on his or her behalf. In
hindsight, a more formalized process with the translator on the front-end would have
been appropriate. Also, in retrospect, continuing to probe for participant validation would
have mitigated the translator responding on the participant’s behalf without further
validation.

Conclusion
The purpose of this study was to analyze multiple types of ethnographic data
collected in Layaye, Haiti to determine how cultural factors impacted a clean water

155

intervention. The interventions began shortly after the 2010 Haitian earthquake. The
data, collected over two time periods, consisted of interviews, focus groups, researcher
photographs, participant photographs and researcher notes. In Chapter 5, using the
thematized data, I answered the research questions, 1.) What do community members
value about water in Layaye, Haiti; 2.) How did the Layaye community members
experience the clean water intervention; and 3.) What does longitudinal data analyzed
using the PEN-3 cultural model indicate about the intervention?
First, the participants beliefs about sharing water was a clear obstacle to the
success of the bucket water filter intervention. Participants not only assigned a high value
to water but exhibited a high level of health literacy about clean water practices.
However, although participants demonstrated understanding of clean water practice, in
multiple cases, I witnessed behaviors that could have harmful effects on the village water
supply, such as livestock tethered to the river bottom. In Phase 2, it was apparent that
participants placed a higher value on Aquatabs or other water cleaning tablets that were
distributed by the government and NGOs following the earthquake. Also, throughout the
interviews and focus groups, participants indicated a desire to share his or her water with
a neighbor but would not take water from a neighbor who offered it, citing the very
personal nature of water. During the final debriefing with Phase 2 research assistants, I
learned that much of this aversion to sharing was based in participant belief in cures and
distrust of neighbors. Therefore, the hub and spoke design of the water intervention was
culturally flawed.
Second, as a part of lived experience, the participants performed facework in the
role of the “grateful receiver”. This behavior, a result of cultural value patterns in

156

populations who have endured colonialization for centuries like the participants of this
study, the expression of great gratitude preceded most conversations. The “grateful
receiver” behavior cannot always be taken at face value as Haitians tend to have high
conflict avoidance. Additionally, the participants gave heavier weight to messages
coming from the church than any other origination point and communicated a trust in the
church’s representative. Therefore, the entry point of the intervention, the local church,
was logical and culturally appropriate. However, the intervention planning overlooked
many structural challenges that are simply part of the way of life in the Central Plateau.
For example, one adult secondary school student told of walking to school for four hours
and not having access to clean water along the way. He understood the water he found
may not be clean or contain dangerous microbes, but he had no choice but to drink the
water.
Finally, lack of control, low uncertainty avoidance and a distrust of neighbors
emerged as central themes. In the trade school focus group, I discussed with participants
the lack of understanding about preventative care. The idea of practicing health behaviors
that prevent illness were not common, therefore, the participants understand. Illness and
disease of all kinds are never ending threats to the participants. They lack a sense of
control and therefore have low uncertainty avoidance, another common cultural value
pattern of populations subject to colonization. Compounding these patterns was the
underlying fear of the practice of cursing or hexing, which was not self-reported by the
participants.
As STMMs continue to grow in number, particularly in Haiti, research must also
continue to grow to help guide researchers, volunteers and participants through the
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rough-waters of cross-cultural communication. Although the academic literature contains
many health intervention studies in a global health context, few address the
communication challenges that confound the work. For example, research across
geographic boundaries with unique communities would positively forward the discipline.
Researchers also need to further address cultural value pattern differences and how they
impact the STMM communication processes. Additionally, exploration of the concept of
facework by participants and volunteer STMM workers is warranted. Finally, translation
and its effects on STMM communication requires more investigation.
STMMs can be rewarding for participant and volunteer. By more clearly
understanding the target participants’ cultural value patters and needs, STMM leaders can
achieve higher levels of satisfaction and success. Established and maintained mutuality
between the volunteers and participants could significantly reduce paternalism and
dependency, leading to a better organized planning, implementing and evaluating STMM
process.
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Coda
I want to clearly state that I am supportive of short-term medical missions and any
criticism or suggestions for further research come from a desire to improve STMM
outcomes. This desire is equal for both participants and the volunteers who feel called to
serve. Volunteering for the bucket water filter system intervention and knowing and
learning more about the people of Layaye, Haiti has been a life changing experience in
more ways than I can enumerate here. The relationships I have developed with the
research assistants that helped with Phase 2 of the data collection effort are cherished,
bonded connections I know I will maintain for the rest of my life. I am grateful for the
experience and would recommend STMM participation to anyone who feels called.
Making the decision to analyze the data in this manner was personally a difficult
one. I struggled for an extended period of time, and at multiple points considered
abandoning the effort. The difficulty came from three points of concern. In the end, it is
my hope that this study will move academic and practical approaches forward in a
positive manner. However, I would be remiss to not share the concerns that slowed my
efforts along the way.
First, because of the extraordinarily deep relationships built between human
beings experiencing something so powerful as an STMM, pointing to inadvertent
missteps, errors or simply unforeseen consequences can be at best a thorny and
complicated process. It is important to note that this includes pointing to my own
miscalculations, oversights and cultural illiteracy. Being involved in such an effort
consistently over time does require a calling or desire to help. As I discussed at many
points in this exploratory, that is the primary reason for involvement in STMMs. Our
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better-half wants to reward those efforts not point out the flaws in planning, execution or
follow-up.
Second, at times I was anxious and even dreaded speaking to members of the
mission group about the study. Most of my efforts were met with push-back and
management of what I discussed or presented. My supportive evidence was met with
several concerns, but most often the apprehension, coupled with reassurance was directed
at the overwhelming task of addressing the enormous poverty and structural violence in
rural Haiti. Wasn’t anything we did helpful? Didn’t just showing up and trying make even
a miniscule difference matter? With so many problems to address, shouldn’t we try to do
what we can, understanding we can’t do it all?
I understood these responses, but also recognize the tendency for colonialistically
paternal thinking. Frequently, I witnessed the paternalistic attitudes discussed earlier in
this study toward the participant, including my own. It is also my belief, on the other side
of this study, that we, as mission volunteers can make a much better effort to understand
the cross-cultural challenges we face. By doing do, we can plan, execute and evaluate
interventions that are more participant focused, targeted, and impactful. Therefore, we
can, even marginally, better leverage limited resources.
The next common response I received was that results that could be construed as
negative should be managed. Negative results or unexpected outcomes could mean less
donations and funding which would slow the important work and harm our mission
participants. Risk is inherent in cross-cultural efforts such as STMMs, and in my opinion,
so are uncertain outcomes. Again, conceptually, I understand this logic; however, I
continue to believe that better understanding leads to better planned, executed and

160

evaluated interventions. For example, one of my biggest personal take a-ways was the
high level of health literacy of the participants of this study. That does not necessarily
mean they do not need help managing the lack of availability of clean water or the threat
of waterborne illness. However, I believe now that they could have been extremely
instrumental and central in determining how we could help, and perhaps even executing
the intervention themselves.
Finally, my third concern was for my participants and my leveraging their life
experience. Framing cultural value patterns and dimensions seemed to severely lack
importance with the backdrop of something so life-threatening as a cholera outbreak and
what the residents of Layaye faced. How could I take the time, energy and resources to
write about the facework they displayed, seemingly for my own benefit? Couple that
thought with knowing that the secondary adult student who so poignantly stopped that
focus group, still struggled to find a way to drink clean water on his four-hour walk to
school.
At the time of my defense, I am putting the information gained in this study to
work through the intercultural communication classes I teach and the student research
project I sponsor. Recently, I participated in a grant project promoting community-based
learning (CBL). I incorporated a three-month group (CBL) effort in an organizational
communication class. In these efforts, I teach and stress the importance of working
toward clearer understanding of the lived experience of the persons served, particularly in
the case of such altruism in which the volunteer is receiving an emotional benefit.
I plan to leverage data and analysis from this study for publications, forwarding
scholarship in intercultural, health, and organizational communication. I anticipate
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contributing to the fields of public and global health and other medical-related
disciplines. Through this effort, I will advance understanding and knowledge in the
growing area of short-term missions. Long-term, I plan to develop tools to aid mission
volunteers in identifying cultural communication dimensions and understanding how they
impact mission efforts. In doing so, I hope to provide mutually perceived success for
participants and volunteers.
At this juncture in my experience, I sincerely believe that knowledge and
understanding are powerful and transformational. My greatest hope is that we all volunteers, participants, and researchers - contributed in a meaningful way to forwarding
STMM intelligence and improving future outcomes in the Haitian Central Plateau and
elsewhere.
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Tables
Table 2.1. Relationship and Expectations Domain of the PEN-3 Cultural Model
Factor
Perception

Definition

Example

knowledge, beliefs and values in decision making that

Knowledge/belief that HIV causes

are focused on either individuals or groups, or the

AIDS and the knowledge/belief

complementarity of emotion and rational cues to

that HIV/AIDS is a problem of

behavior actions.

Africans/blacks as may be
represented on billboards.

Enablers

resources and institutional support, soci-economic

The absence of antiretroviral

status, wealth (assets over liability) as a measure of

therapies and a culture of activism

resources and power, and costs and availability of

that have led social movements to

services. . .

force drug manufacturers to reduce
the price of AIDS drugs.

Nurturers

Supportive and/or discouraging influences of families

A culture of caring for the sick at

and friends including eating tradition, community and

home on the one hand and on the

events, spirituality and soul, values of friends, and

other hand a patriarchal practice of

marriage rules and expectations.

subordinating a widow’s autonomy
to the authority of her in-laws as in
wife inheritance.

Note: Adapted from “Culture and African contexts of HIV/AIDS prevention, care and support,” by Airhihenbuwa and Webster, 2004,
SAHARA: Journal of Social Aspects of HIV/AIDS Research Alliance, 1(1), p. 4-13.
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Table 2.2. Cultural Empowerment Domain of the PEN-3 Cultural Model
Factor
Positive

Definition

Example

Values and relationships that promote the health

Traditional healing modality, given

behavior of interest.

that each culture has its strategies for
dealing with health problems.

Existential

Values and beliefs that are practiced in the culture but

… (an) existential quality is

pose no threat to health.

represented in cultures of face-saving,
particularly in Asia and Africa, in the
sense of the importance of family
judgement of action taken or not taken
relative to a given behavior.

Negative

Values and relationships examining the context of

…social arrangements that lay a

behavior, including policy environment; income and

foundation for inequity, such as

wealth of individuals, communities and society, the

racism, differential housing and

position of women in society relative to decisions

education, a caste system that may

about sexuality, and the particular context of the

privilege certain families over others

health behavior in question.

in leadership . . .

Note: Adapted from “Culture and African contexts of HIV/AIDS prevention, care and support,” by Airhihenbuwa and Webster, 2004,
SAHARA: Journal of Social Aspects of HIV/AIDS Research Alliance, 1(1), p. 4-13.
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Table 2.3. Cultural Identity Domain of the PEN-3 Cultural Model
Factor
Person

Extended family

Definition

Example

The degree to which the person may be dealing with

For intervention point of entry, some

the notion of double consciousness, the degree to

program interventions have focused

which the cultural context and language of the culture

on training wives about condom use

focuses on seniority rather than gender, and the

when the problem is the husband’s’

quality of reasoning which means the behavior does

refusal, however, may be conditioned

not change as a result of quantitative reasoning, such

by what he perceives to be his role

as knowing the prevalence rate of HIV in one’s

(positive or negative) and expectation

community or knowing how to put on a condom.

as a ‘good husband’.

Intervention may need to focus on gender and

… in cases where an older person

generation depending on the focus of the

believes that they cannot discuss sex

intervention, consumption patterns relative to the role

with a younger person.

of food in maintaining good health, and
communication channels relative to the direction of
communication...
Neighborhood

This relates to a community’s capacity to decide on

For example, in South Africa, some

billboard advertising and communication in their

billboards on HIV/AIDS prevention

community, or the economic status and power

in white communities have

structure of the community in dealing with … (issues

black/African faces on them. This

regarding health) . . . from a culturally appropriate

has raised concern among Africans,

perspective.

in an example of the racialization and
‘othering’ of HIV/AIDS that led to
false sense of security among whites.
If indeed billboards influence
behavior change, then assessment of
one’s vulnerability could be formed
based on the images to which one is
exposed in the community.

Note: Adapted from “Culture and African contexts of HIV/AIDS prevention, care and support,” by Airhihenbuwa and Webster, 2004,
SAHARA: Journal of Social Aspects of HIV/AIDS Research Alliance, 1(1), p. 4-13.
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Table 3.1. Template Analysis Procedural Steps
Step

Procedure

1

Become familiar with the accounts to be analyzed.

2

Carry out preliminary coding of data. . . it is permissible to start with some
a priori themes . . .

3

Organized the emerging themes into meaningful clusters.

4

Define an initial coding template.

5

Apply the initial coding template.

6

Finalize the template and apply it to the full data set.

Note: Adapted from “The utility of template analysis in qualitative psychology research,” by Brooks, McCluskey, Turley and King,
2015, Qualitative Research in Psychology, 12(2), p. 202-222.
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Table 3.2. PEN-3 Matrix of Cultural Empowerment and Relationships or Expectations
Domains
Perceptions

Positive
Positive Perceptions

Existential
Existential Perceptions

Negative
Negative
Perceptions

Enablers

Positive Enablers

Existential Enablers

Negative Enablers

Nurturers

Positive Nurturers

Existential Nurturers

Negative Nurturers

Note: Adapted from ‘Culture and African contexts of HIV/AIDS prevention, care and support,” by Airhihenbuwa and Webster, 2004,
SAHARA: Journal of Social Aspects of HIV/AIDS Research Alliance, 1(1), p. 4-13.
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Table 3.3. Time 1 Semi-Structured Focus Group and Interview Questions
Number

Question

1

How do you currently learn about things that impact you and your family’s health?

2

What do you know about cholera and how to prevent its spread?

3

Do you perceive any difference in the Catholic Church’s suggestions on how to
prevent/cure cholera and your voodoo priest’s suggestions?

4

Who do you trust to give you accurate information about health?

5

What do you know about the efforts through the church’s efforts to provide clean
water?

6

What is the best way for you learn about health?

7

Would you be willing to share health information with other families that live close to
you?

8

Would you take health related information home from church or school to share with
your family?
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Table 3.4. Time 2 Structured Interview Questions
Number

Question

1

Have you and your family received the monthly messages about health?

2

If so, what have you learned about cholera and water borne illness and how to prevent
its spread?

3

Do you perceive others have learned more about water borne illness as a result of the
monthly messages?

4

Which of the message intervention tactics worked best for you? Why?

5

Which of the message intervention tactics worked least for you? Why?

6

What advice do you have to give us regarding the monthly health messages?

7

Who do you trust to give you accurate information about health?

8

What health topics would you like to know more about?

9

Would you travel into the village to attend a one-day workshop about health? If so,
how many times a month? A year?

10

Would you be willing to share health information with other families that live close to
you?
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Table 4.11. Phase One Idea Units Frequency by Media Type

Participants

Idea Units

or Samples

Codes

% of Total

Applied

Codes Applied

(n)
Focus Groups

18

46

103

Trade School

12

34

89

Secondary School

6

12

14

Interviews

4

47

98

Health Care Workers

2

27

46

Clinic Owner

1

9

21

Community Member

1

11

31

Photographs

30

30

49

Total

52

123

250

195

41.2%

39.2%

19.6%

Table 4.1.2. Phase One PEN-3 Code Frequency Relationships and Expectations Domains and Cultural Empowerment Domain
Focus Groups, Interviews & Photographs

RELATIONSHIPS AND EXPECTATIONS DOMAIN (Codes Applied = 191 or 76.4%)
Perceptions
Cultural Empowerment

Positive

Existential

Enablers

Negative

Positive

Existential

Nurturers
Negative

Positive

Existential

Negative

Domain
Focus Groups

12

15

11

13

1

10

4

5

1

Trade School

8

11

9

12

1

9

4

5

1

Secondary School

4

4

2

1

0

1

0

0

0

Interviews

8

16

11

9

2

11

9

5

1

Healthcare Workers

2

7

4

2

1

5

5

5

1

Clinic Owner

1

3

5

3

0

1

0

0

0

Community Member

5

6

2

4

1

5

4

0

0

Photographs

1

0

1

12

1

17

3

11

1

Totals

21

31

23

34

4

38

16

21

3

Total by Domain

75

76

196

40

Table 4.1.3. Phase One PEN-3 Code Frequency Cultural Identity Domains
Focus Groups, Interviews & Photographs

CULTURAL IDENTITY DOMAINS
(Codes Applied = 59 or 23.6% )
Person

Extended Family

Neighborhood

Focus Groups

6

2

22

Trade School

6

2

21

Secondary School

0

0

1

Interviews

7

0

21

Healthcare Workers

2

0

13

Clinic Owner

5

0

3

Community Member

0

0

5

Photographs

0

0

1

Totals

13

2

44
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Table 4.1.4. Phase One Matrix of PEN-3 Model Section One Instruments
(Relationships and Expectations Domain with Cultural Empowerment Components)
Cultural Empowerment Components
Relationships and Expectations

Positive

Existential

Negative

Positive Perceptions:

Existential Perceptions:

Negative Perceptions:

knowledge, attitudes and/or

knowledge, attitudes and/or

knowledge, attitudes and/or

beliefs that have a positive

beliefs that influence

beliefs that negatively

impact on the decision-

decisions in a manner that

influence the decision-making

making process related to

could be considered unique

process related to health.

health.

to the culture.

Positive Enablers:

Existential Enablers:

Negative Enablers:

availability, accessibility of

availability, accessibility of

the lack of availability,

resources needed to support

resources that are

accessibility, acceptability

positive health decisions and

traditionally available in the

and affordable resources

actions.

community or society for

needed to support health

support of health decisions

decisions and actions.

Domains
Perceptions

Enablers

and actions.
Nurturers

Positive Nurturers:

Existential Nurturers:

Negative Nurturers:

influence of significant others

influence of significant others

influence of significant others

and community contexts in

and community contexts in

and community contexts in

making positive health

making positive health

negatively shaping health

decisions and choices.

decisions and choices within

decisions and choices.

certain cultural contexts.
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Table 4.1.5. Phase One Matrix of PEN-3 Model Section One Instruments
(Domains, Components and Themes)
Table 4.1.5 Phase One Matrix of PEN-3 Model Section One Instruments (Domains, Components and Themes)
Cultural Empowerment Components
Relationships and

Positive

Existential

Negative

Expectations
Domains
Perceptions

Positive Perceptions: knowledge,

Existential Perceptions:

Negative Perceptions:

attitudes and/or beliefs that have

knowledge, attitudes and/or

knowledge, attitudes and/or

a positive impact on the decision-

beliefs that influence decisions

beliefs that negatively influence

making process related to health.

in a manner that could be

the decision-making process

considered unique to the

related to health.

• Belief or willingness to share

culture.
• Suspicions and mistrust

resources
• High value on education
• Knowledge of good health

• High fear/concern about
disease susceptibility
• High value in learning and

practices

between groups and
individuals
• Belief that sharing water is too

education to overcome

personal and should not be

illness

done

• Belief that magic, voodoo

• Belief that “others” have little

and religion play a

health literacy/understanding

causal/curative part in illness

of disease cause and

• Belief that Haitians suffer

prevention
• Low importance on the value
of preventative care

Enablers

Positive Enablers:

Existential

Negative Enablers:

availability, accessibility of

Enablers: availability,

the lack of availability,

resources needed to support

accessibility of resources that

accessibility, acceptability and

positive health decisions and

are traditionally available in

affordable resources needed to

actions.

the community or society for

support health decisions and

support of health decisions and

actions.

• Village Catholic church and the

actions.

schools its supports provide
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Table 4.1.5 Phase One Matrix of PEN-3 Model Section One Instruments (Domains, Components and Themes)
Cultural Empowerment Components
Relationships and

Positive

Existential

Negative

• River and springs in the area

• Lack of clean, drinkable water

provide natural sources of

due to multiple issues in the

water

community leaving water

Expectations
Domains
community gathering places
and resources
• Health education materials are
found throughout the village
from multiple sources
• Clean water resources beside
bucket filtration systems are in-

• Socialization and
dependence on the church is

source unprotected
• Lack of food, medicine, health

commonplace in Haiti,

professionals, and other

particularly in rural areas

resources
• Abundance of evidence of

use
• Evidence of use and knowledge

failed clean water efforts:

of bucket filtration systems

broken water pumps, water

• U.S. based mission provides

collection tanks, broken or

medicines and other resources

lost parts for bucket filtration

quarterly to the village

systems and others

• For-profit clinic in village

• Multiple difficulties in

offers some free services such

obtaining healthcare,

as blood pressure checks

including prohibitive cost of
care and travel, distance and
time

Nurturers

Positive Nurturers: influence of

Existential Nurturers: influence

Negative Nurturers: influence of

significant others and community

of significant others and

significant others and

contexts in making positive health

community contexts in making

community contexts in

decisions and choices.

positive health decisions and

negatively shaping health

choices within certain cultural

decisions and choices.

• People associated with church

contexts.
• Distrust of neighbors with

in leadership roles and socially,
including U.S. based mission
volunteers
• Family members

• Strong communication of

those things tied closely to

gratefulness to God for His

personal and family health,

grace or divine intervention

such as water
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Table 4.1.5 Phase One Matrix of PEN-3 Model Section One Instruments (Domains, Components and Themes)
Cultural Empowerment Components
Relationships and

Positive

Existential

Expectations
Domains
• Healthcare workers including

• Health of all community

water technicians, health care

members are closely tied as

professionals, certified care

resources such as the natural

providers (state)

water supply are shared
• Religious leaders such as the
local Catholic and voodoo
priests
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Negative

Table 4.1.6. Phase One Matrix of PEN-3 Model Section Two Cultural Identity Domain
Cultural Identity Domains

Definition

Person

Identification of one person who has the most impact on health
decision making.

Extended Family

The role of kinship on one person’s health decision making.

Neighborhood

Community (and its values) context in the role of health decision
making.

202

Table 4.2.1 Phase 2 Interview Format and Questions
Table 4.2.1 Phase 2 interview Format and Questions
Step
1

Task
Identify Participants

Detailed Instructions
Convenience sampling of eight – ten participants with at least one participant
from each of the villages (Layaye and surrounding villages).

2

Obtain Consent

Present consent documentation. Ask if participants have any questions? Ask
participant to provide consent by signing the consent document. If
participant refuses to consent, thank him or her for his or her time and move
on to next participant. If participant consents, continue on to interview
questions.

3

Interview Questions: Section 1

Read questions to participants to ensure consistency. Write down responses
word for word, organized by question and participant number in MS Word.

Q1: Have you and your family received the monthly messages about health?

Q2: If so, what have you learned about cholera and water borne illness and
how to prevent its spread?

Q3: Do you perceive others have learned more about water borne illness as
a result of the monthly messages?

Q4: Which of the message intervention tactics worked best for you? Why?

Q5: Which of the message intervention tactics worked least for you? Why?

Q6: What advice do you have to give us regarding the monthly health
messages?

Q7: Who do you trust to give you accurate information about health?

Q8: What health topics would you like to know more about?
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Table 4.2.1 Phase 2 interview Format and Questions
Step

Task

Detailed Instructions
Q9: What is the best way for you to learn about health topics?

Q10: Would you travel into the village to attend a one-day workshop about
health? If so, how many times a month? A year?

Q11: Would you be willing to travel into the village to see a school
performance if there was a health message delivered before or after the
performance?

Q12: Would you be willing to share health information with other families
that live close to you?

Q13: Would you be willing to accept health information that students learn
in the village school?

Q14: Would you be willing to learn about health information after Mass?

Q15: Would you be willing to learn about health information from the water
technicians and others trained by programs sponsored by the church?
4

Water Collection and Storage

Ask participant to demonstrate where and how they collect water for daily

Demonstration

use. Photograph the natural water source and the collection vessel(s). Ask
participant to demonstrate where and how they clean and/or store water.
Photograph the method of filtration/cleaning and the storage vessel(s). Save
and attach photographs to clearly identify the responses and photographs that
are associated with each participant.

5

Interview Questions: Section 2

Read questions to participants to ensure consistency. Write down responses
word for word, organized by participant and by question in MS Word.

Q16: Do you have difficulty finding and colleting water?
Q17: When do you collect water?
Q18: Do you know of others that do not have clean water?
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Table 4.2.1 Phase 2 interview Format and Questions
Step

Task

Detailed Instructions
Q19: What do people need most regarding water?
Q20: Would you share your clean water with others?
Q21: Do you have worries about not having clean water?
Q22: Do all families have a bucket system (or access)?
Q23: Do all families drink clean water? Why?

6

Closing

Thank participant for his or her efforts. Tell the participant the information
collected will be beneficial in planning future clean water interventions in
the community.

7

Discuss and Note

R3 and R4 discuss interview and make note of things you felt were of
interest or unique to the participant. Also discuss and make note of things
you felt were consistent. Finally, make note of things you felt were absent,
missing or clearly not included in the interview.

8

Organize Data

Organized the data in one MS Word document, categorized by participant
and by question. Include the photographs organized by participant. Email
MS Word document to primary researcher.

9

Debrief

Debrief with primary researcher, including researcher notes. We will
schedule a time to talk on the phone or through other electronic means. R4
will meet with primary researcher when he returns to the U.S. in August.
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Table 4.2.2 Interview Responses Before Water Collection
(Next Page)
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Totals

Water Collection

P2-1

P2-2

P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

No

Not every month

Yes

Not every

Not every month

No but

Not every month

No but I used

No = 1

month but

sometimes. We

but sometimes

to.

Sometimes

sometimes.

used to get

they place a poster

did before = 6

messages about

information

in the church that

Yes = 1

clean water and

often when the

people can learn

health?

cholera disease

some information

was terribly

about cholera and

affecting the

other diseases.

population.

The children are

Demonstration
Have
11 you and
your family

but sometimes.

received the

mostly received
health
information.
If 2so, what have

No, I don’t

Go see doctors,

If the water is

Drink clean

Bad sickness, drink

Wash (my)

I learned about

I can get

I don’t know

you learned about

know

use clean water,

not treated, it

water, washing

clean and filtered,

hands, use

cholera and water

Tuberculosis,

or nothing: 1

cholera and water

and wash hands,

will make me

hands before

take water from a

Clorox.

borne illness

malaria and

Evidence of

borne illness and

fruits and

(sick) by

eating and after

spring, and purify

because I used to

diarrhea if I

good health

how to prevent its

vegetables.

catching

using toilets.

the water. Buy

work as cholera

don’t treat

behavior: 7

agent. Therefore,

water.

spread?

Cholera. As a
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Demonstration
result, I have to

liquid chlorine in

they used to

Incorrect

make sure that I

Hinche.

provide chlorine

information: 1

have clean water

to wash hands

to drink, to cook,

after using toilets,

and to wash my

before eating and

hands before

after touching

eating and after

money to prevent

using latrines.

people from

Unfortunately,

catching the virus.

we don’t have

We also used to

latrines around

pour five drops of

here.

chlorine per
bucket to treat
drinkable water.

Do
3 you perceive

No, I don’t

others have

know

Yes

Yes

Yes

Yes

Yes, I have seen
many other

learned more

people that have

about water borne

learned more
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Yes

Yes

No = 1
Yes = 7

Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Demonstration
illness as a result

about water

of the monthly

borne illness but

messages?

not every month.

Which
4
of the

I do not know

Radio because

The best

Meetings and

Information from

Have someone

Going to training

Meeting with

Don’t know:

message

most people

intervention

trainings

church or

come and talk

in group because

other people

1

intervention

have a cellphone

tactic is when

because I have

everywhere in

about health

we can have

who know

Radio: 1

tactics worked

that has a radio.

there is a general

time to interact.

Layaye because I

because they do

discussion.

more, by text

Cellular

best for you?

meeting of the

live there, and I

not only talk to

message, and

phone: 2

Why?

people of the

often go to church.

us but they can

by megaphone

Megaphone: 1

area where

also show us

because I have

Meetings/Trai

everyone can

what and how to

a cellphone.

ning: 6

learn together.

do.

Which
5
of the

I do not know

Megaphone

Using radio to

Megaphone

Once it is about

Radio because

Radio because I

The message

Don’ know: 1

message

because they do

train people is

because people

health, it is good no

the message is

do not really have

intervention

Megaphone: 1

intervention

not really want

the least

just pass by but

matter the way it is

said too fast.

time to understand

tactic that

Radio: 4

tactics worked

to go too far with

intervention

I do not really

given.

the information.

works least is

All is good: 1

the megaphone.

tactic for me.

have time to

Radio because
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Demonstration
least for you?

catch the

they play the

Why?

message.

message too
fast. I don’t
have enough
time to
understand it.

What
6 advice do

I would

Board with

I would advise

Plan training

Provide chlorine

I would suggest

I would suggest

Send

Training: 6

you have to give

advise you

pictures for

you to message

meetings.

(liquid and/or

you have

that you keep on

somebody with

Megaphone: 3

us regarding the

keep training

people who do

about when and

aquatab)

someone with

with the work

a megaphone in

Bulletin

monthly health

about how

not know how to

where you will

megaphone to

because the more

the area to

board: 1

messages?

they can

read and a

have training for

spread the words

training people

inform and to

Provide

prevent

training center.

people in the

out monthly

get, the better it is.

train people

supplies: 1

cholera and

community in

instead of using

Since it will

about and how

other diseases

the Church.

a radio because

become a habit for

to prevent the

they can take

not everyone has

them.

diseases.

from drinking

a radio home.

unclean
water.
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Totals

Water Collection

P2-1

P2-2

P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Who
7 do you trust

(Water

(Clinic Owner)

(Priest or Water

(Water

(Water Technician),

(Past health

Health agent like

(Water

Water

to give you

Technician)

Technician)

technician)

not (church elder)

agent from area)

(clinic owner).

Technician)

Technicians:

accurate

she has not time,

because he used

Otherwise, it

4

information about

(church elder)

to work as a

could be (water

Clinic owner:

health agent.

technicians).

2

Demonstration

health?

Priest: 1
Health agent
(healthcare
worker): 2
What
8 health topics

I would like

How to prevent

I would like to

Learn more

Cholera, Diarrhea,

I would like to

I would like to

I would like to

Cholera: 3

would you like to

to learn more

HIV/AIDs

learn more about

about cholera.

and throwing up.

learn more about

learn more about

learn more

HIV/AIDS: 2

know more about?

about Cholera

all coming

chemical

diseases like

about

Chikungunya:

diseases like

products because

AIDS (HIV),

chikungunya.

3

chikungunya and

nowadays people

(Ecoulement ) and

others.

say they are the

infection.

main factor of
some diseases.
Moreover, I
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Chemicals: 1

Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Hear what

Trained by a

The best way

Church: 2

people are

health agency

for me to learn

Training: 5

constantly.

about health is

Phone: 1

to get trained.

Health

Demonstration
would like to
learn how to
prevent the
chikungunya
fever because it
has spread over
the country
recently.
What
9 is the best

The best way

Go to a training

The best way for

Go to training

Health Center

way for you to

for me to

center

me to learn

and take notes.

learn about health

learn about

about health is

saying about

topics?

health is

getting trained in

health.

through

Church and

Center: 1

Church and

general

Socialization:

phone

meetings.

1

Would
10 you travel

Yes, three

Yes, four times a

Yes, twice a

Yes, three

Yes, three times a

Yes, twice a

Yes, it would be

Yes, I would

Yes: 8

into the village to

times a month

month

month (First and

times a month.

month.

month

great if they could

like to go three

3/mo: 3

attend a one-day

if it is not far.

times a month

4/mo: 1

last week).
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

workshop about

do it twice a

to share the

health? If so, how

month.

information

Demonstration

many times a

2/mo: 2

with others.

month? A year?
Would
11 you be

Yes, two or

Yes, eight times

No because

Yes, three

Yes, three times a

Yes, twice to

Yes, twice a

Yes, two or

Yes:7

willing to travel

three times a

a month

going to training

times a month.

month.

three times per

month.

three times per

No: 1

into the village to

month if there

is more

see a school

is no charge.

important than

3/mo: 3

performance if

going to a school

2/mo: 2

there was a health

performance.

8/mo: 1

month.

month

message delivered
before or after the
performance?
Would
12 you be
willing to share

Yes

Yes, and I

Yes

Yes

Yes

always do that

Yes, I would
agree to share

health information

what I learned

with other families

with them
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Yes

Yes

Yes: 8
No: 0

Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Totals

Water Collection

P2-1

P2-2

P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Demonstration
that live close to
you?
Would
13 you be
willing to accept

Yes: 8
No: 0

health information
that students learn
in the village
school?
Would
14 you be

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

willing to learn

Yes: 8
No: 0

about health
information after
Mass?
Would
15 you be

[no answer]

Yes

Yes

Yes

Yes

Yes

Yes, it is

Yes

Yes: 7

willing to learn

important to

No: 0

about health

follow their

N/A: 1

information from

advice.

the water
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Table 4.2.2 Interview Responses Before Water Collection
Question Before

Phase 2 Interview Number (n=8)

Water Collection

P2-1

P2-2

Totals
P2-3

P2-4

P2-5

Demonstration
technicians and
others trained by
programs
sponsored by the
church?
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P2-6

P2-7

P2-8

Table 4.2.3 Water Source, Collection, Clean/Filter and Storage Demonstrations
Totals

P2-1

P2-2

P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Water Source
Natural Spring

5

Modified Natural Spring

3

X
X

X

X

X

X

X

X

Water Collection Vessel
Bucket

1

X

Other Plastic Container

6

X

Aquatabs/Chlorine

4

X

Bucket Filtration System

2

Bio or Sand Filtration None

1

Available

3

X

X

X

X

X

Preferred Clean/Filter
Method(s)
X
X

X

X

X
X
X

X

X

Water Storage Vessel(s)
Plastic Bucket

3

Bio or Sand Filtration

1

Bucket Filtration System

3

Other Plastic Container

3

Pottery/Ceramic Container

1

X

X

X

X
X

X

X
X

X
X
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X

Table 4.2.4 Interview Responses After Water Collection
Table 4.2.4 Interview Responses After Water Collection
Question
16

P2-1

P2-2

P2-3

P2-4

P2-5

P2-6

P2-7

P2-8

Totals

Do you have

No. I often

The source is

I don’t have

Mountains to

Recipients to

My biggest

My biggest

My biggest

Yes: 6

difficulty finding

go with my

too far and

any problem

climb; the

collect and to

challenges

challenges

challenge

No: 2

and colleting

gallons to

without an

because the

spring is too

store the

surrounding

surrounding

surrounding

Distance: 4

water?

collect

animal, I

spring is close

far.

water.

collecting

collecting and

and collecting

Animal: 1

water and

cannot go to

to me.

water and

storing clean

water is that

Receptacles: 2

store it in

collect water.

storing are: I

water are: the

the source is

Bucket System:

the bucket

don’t have

source is too

too far from

1

system.

big vessels to

far from my

my house.

collect it and

house and I

to store it

don’t have

home.

bucket
system.

17

When do you

Twice a

Every other

Anytime I

collect water?

day.

day.

need water.

Twice a day

Many times a

I collect water

Twice a day

Three times a

2x: 3

day because I

twice or three

(morning and

day.

3x +:3

only have two

times a day.

afternoon)

gallons.

1x:
Every other day:
1
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When needed: 1
18

Do you know of

Yes. If they

Yes.

Yes, since

Yes

Yes

Yes, I would

Yes

Yes

Yes: 8

others that do not

do not have

they don’t

like to share a

No: 0

have clean water?

the filter.

have clean

common filter

Willingness to

water, I

with those

share: 2

would love to

who are close

give them

to me.

some.
19

What do people

If you give

need most
regarding water?

Training.

Training.

Training

Training

I would like

I would like

I would like

me more

to learn more

to learn more

to get trained

training, I

about how to

about treating

will

clean and

water and get

appreciate

filter water by

trained about

it.

getting

water borne

trained.

disease a lot. I

Training: 8

would like to
go to training.

20

Would you share

Yes

Yes.

Yes

Yes

Yes

your clean water

Yes

Yes

Yes

Yes: 8
No: 0

with others?
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21

22

Do you have

I will

worries about not

Sickness.

If you don’t

I have no

Because I do

I always treat

Because of

No

Yes: 4

always have

have chlorine

worries about

not have a

my water to

the lack of

chlorine/aqua

No: 4

having clean

filtered or

and/or

having clean

filter

cook and to

aquatab

tab.

water?

clean water.

aquatabs.

water. I don’t

drink

and/or

Sickness: 1

chlorine.

Lack of tabs: 3

I will buy

think there

more

will be a time

aquatabs if I

when I do not

used them

have clean

all.

water.

Do all families have

I know only

a bucket system (or

three people

access)?

that have

No

No

Yes

Lack of filter: 1

No

No

No

No

Yes: 1
No: 7

the bucket
system
because we
got them
together.
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23

Do all families

I know only

No

No, most

drink clean water?

three people

filters break

Why?

that have

Yes

I do not know

No, because

No

No, because

Yes: 1

not everyone

the filters

No: 6

apart and the

knows to

break apart

N/A: 1

the bucket

technicians

drink clean

and they do

Filters break: 2

system

do not visit to

water.

not value it.

Lack of filters: 1

because we

repair them.

There is no

Lack of water

got them

technician

technicians: 2

together.

visits neither.

Lack of
Knowledge: 1

220

Figures
Figure 1.1 Location Map of Layaye, Haiti

Figure 1.1, Location Map of Layaye, Haiti, is adapted from CultureGrams: Country Detail Haiti, published
by Proquest Information and Learning Company, 2005, Bringham Young University.
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Figure 2.1. The PEN-3 Cultural Model

Figure 2.1 is adapted from “Culture and African contexts of HIV/AIDS prevention, care and support,” by
Airhihenbuwa and Webster, 2004, SAHARA: Journal of Social Aspects of HIV/AIDS Research
Alliance, 1(1), p. 4-13.
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Figure 4.1.1 Data Type Validation
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Heath Care Workers Interview
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4.1.2 Phase One Photograph 2
Health Care Workers Distributing Vitamins and Deworming Medication

225

4.1.3 Phase One Photograph 3
Adult Secondary School Students
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4.1.4 Phase One Photograph 4
Trade School Adult Students and Faculty
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4.1.5 Phase One Photograph 5
Community Member at Large Interview
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4.1.6 Phase One Photograph 6
For-profit Clinic Owner with Traveling Doctor
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4.1.7 Phase One Photograph 7
Pig Tethered in the Water Supply
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4.1.8. Phase One Photograph 8
Blood Pressure Check at For-Profit Clinic
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4.1.9 Phase One Photograph 9
Health Poster
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4.1.10 Phase One Photograph 10
Trade School Textbook
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4.1.11 Phase One Photograph 11
Kitchen Facilities with Bucket System in Use
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4.1.12 Phase One Photograph 12
For-Profit Clinic in the Village
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4.1.13 Phase One Photograph 13
Church Sanctuary
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4.1.14 Phase One Photograph 14
Community Members Laundering Clothing in River (Natural Water Source)
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4.1.15 Phase One Photograph 15
Livestock Crossing River (Natural Water Source)

238

4.1.16 Phase One Photograph 16
Garbage Behind Buildings on Downhill Slope to River
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4.1.17 Phase One Photograph 17
Multiple Bucket Systems in One Household

240

4.1.18 Phase One Photograph 18
Burn Victim
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4.1.19 Phase One Photograph 19
Broken Water Pump
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4.1.20 Photograph 20
Non-functioning Water Collection Tank
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4.1.21 Photograph 21
U.S.-based Mission Medication Distributed through For-Profit Clinic
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4.1.22 Phase One Photograph 22
River: Community’s Natural Water Source
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4.1.23 Phase One Photograph 23
Layaye from an Adjacent Hilltop
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4.2.1 Phase Two Photograph 1
Researcher Three Participant Interview
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4.2.2 Phase 2 Photograph 2
Water Source & Collection Vessel P2-1
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4.2.3 Phase Two Photograph 3
Water Filter/Cleaning Method P2-1
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4.2.4 Phase Two Photograph 4
Water Storage P2-1
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4.2.5 Phase Two Photograph 5
Water Source P2-2
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4.2.6 Phase Two Photograph 6
Water Filter/Cleaning Method P2-2
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4.2.7 Phase Two Photograph 7
Water Storage P2-2 (Bucket System)

253

4.2.8 Phase Two Photograph 8
Water Source & Collection Vessel P2-3
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4.2.9 Phase Two Photograph 9
Water Filter/Cleaning Method & Storage P2-3
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4.2.10 Phase Two Photograph 10
Water Source P2-4
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4.2.11 Phase Two Photograph 11
Water Filter/Cleaning Method P2-4
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4.2.12 Phase Two Photograph 12
Water Storage P2-4
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4.2.13 Phase Two Photograph 13
Water Source P2-5
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4.2.14 Phase Two Photograph 14
Water Collection Vessel & Storage P2-5
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4.2.15 Phase Two Photograph 15
Water Source & Collection Vessels P2-6
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4.2.16 Phase Two Photograph 16
Water Storage P2-6
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4.2.17 Phase Two Photograph 17
Water Source P2-7
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4.2.18 Phase Two Photograph 18
Water Collection Vessel and Storage P2-7
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4.2.19 Phase Two Photograph 19
Water Source & Collection Vessel P2-8
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4.2.20 Phase Two Photograph 20
Water Filter/Cleaning Method P2-8
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4.2.21 Phase Two Photograph 21
Water Storage

267

Appendices
Appendix A: Informed Consent: Haitian Creole Version Phase 1
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Appendix B: Informed Consent: English Version Phase 1
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Appendix C: Informed Consent: Haitian Creole Version Phase 2
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Appendix D: Informed Consent: English Version Phase 2
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Appendix E: Focus Group Transcript (SSAfg)
Secondary School Adult Students Focus Group
Secondary School of Notre Dame d’Altagrace
Layaye, Haiti
February 24, 201
ENCLOSURE WAS OPEN TO LUNCH ROOM AND LOUD. AUDIO IS DIFFICULT
TO HEAR AT TIMES
PR: Bonjour!
Simultaneous “Bonjour”
PR: My name is Christine and I am here from (church in US) and my university
to learn more about clean water and how you learn about health. We want to get
your opinion about how we can improve you and your families’ health besides
medicine.
Consent process.
PR: Ok, thank you. So, let’s get started. I have some questions for you about
health. First, what most concerns you about your health?
St1: Cholera. That is our biggest worry.
PR: Yes, cholera.
St2: Cholera.
Simultaneous “oui” or yes.
PR: Understandable. All are worried about cholera?
Simultaneous head nodding.
St2: Yes, cholera and malaria.
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PR: Malaria?
St2: Yes.
St3: The coughing.
PR: The coughing, [translator]. TB?
T: Yes, TB.
CANNOT HEAR AUDIO FOR ABOUT 2 MINUTES.
PR: ok, so how many of you have a family member who has had cholera?
Out of six students in the enclosure, all six raised their hand.
PR: Ok, thank you. What about malaria?
Out of six students in the enclosure, two raised their hands.
PR: [translator], ask how many have lost a family member to cholera.
Three out of six students raised their hand.
PR: We have given you a fact sheet about cholera. Do you find it helpful?
St4: It is perfect.
Simultaneous nodding.
PR: Perfect?
Simultaneous nodding.
PR: So, if you had more information like this on cholera, malaria or TB would it
be helpful?
Simultaneous nodding.
PR: Would you take this kind of information home to your family?
Simultaneous “oui” and nodding.
PR: Would your families listen to you about health issues such as these?
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Simultaneous “oui” and nodding.
AUDIO NOT CLEAR FOR ABOUT 3.5 MINUTES.
PR: What are some ways that you can prevent the spread of cholera?
St6: Wash hands.
PR: Si bon, good, wash hands. Anything else?
RA1: I think they have the answers on the sheet, so we need to ask in a different
way.
PR: Ok, so maybe, what do you do to prevent cholera?
RA1: Try.
PR: Ok, let’s ask like that.
St5: Use the public latrines <unclear>.
T: She means to use the latrines or public toilets instead of just using the side of
the road or on the path.
PR: Ok, I understand.
VERY LOUD AND DIFFICULT TO HEAR
PR: What about water filters and tablets? Do you use water filters or tablets at
home to make sure the water you drink is clean.
St1: We use tablets.
Simultaneous “oui” and nodding.
PR: Do any of you use the bucket systems to filter your water?
Simultaneous shaking head, nos.
PR: Would you share the bucket system with a neighbor who had one?
Simultaneous shaking heads.
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PR: Why would you not share the bucket system?
St3: We would share, but not use the neighbors.
PR: You mean you would share with the neighbors, but you would not use their
bucket system?
St3: No, we would not use it (the neighbor’s bucket system).
PR: Why would you not use the neighbor’s bucket system?
St3: We would not do that.
PR: (to translator) I’m not getting the why here. What can ask that would get
that?
T: I don’t know. I don’t think they will. It’s that personal, like we talked about
yesterday.
PR: You think they will not answer.
T: I think no.
PR: Ok. Hum. Ok. Well, let’s ask if there was anything on the sheet that they did
not know?
RA1: yes, that would be good.
T: Ok, I’ll ask that way.
RA1: Or there are questions on the sheet with answers, ask if they can answer the
questions if they did not have the answers.
PR: As if they can do all the things they read about here, or are they too hard to
do?
St4, St5, St6: Oui, yes.
St1: No
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PR: [translator], he said no, can you ask him what or why?
T: Ok, ok, so he wanted to tell you that it is so easy to get the virus. When you
are walking, like to school, there is not water that you know to be clean. So, you
can easily get the virus.
PR: Ok, so he means that like on the way to school, he has no water except the
water he finds along the way?
T: yes, and he does not know.
PR: Ok, that makes sense. He does not know if it is clean. I think you have to
assume is it not clean. That’s the first time we heard that.
RA1: Remember they may be walking hours to get to school.
PR: Yes, I guess they would get thirsty. That makes sense.
T: Yes. That is what he means.
PR: so he can’t always know his water is clean, right. If he has to drink
something on the way to school, he just won’t know.
T: yes.
PR: Ok, ask them what other ways they would like to get information about
health, beside paper at school.
DISCUSSION AMONG STUDENTS
T: They are saying that they know with cholera to wash hands and drink treated
water. I don’t think they understand.
PR: Ok, should we try something else.
RA1: They are running out of time, it’s almost time for class.
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PR: Let’s try this, [translator], all these diseases like cholera, malaria, STDs,
does this make them afraid? How do they feel about so many things that are
dangerous?
Simultaneous “Oui” and nodding heads.
PR: Yes? Yes, we all agree. How does that make you feel?
St4: It’s hard for us. But are from Haiti. We have many challenges, things to be
afraid of.
TEACHER COMES INTO ENCLOSURE TO TAKE STUDENTS BACK TO
CLASS
QUICK THANK YOU AND WRAP UP.
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Appendix F: Focus Group Transcript (TSFfg)
Trade School Students and Faculty Focus Group
Professional and Trade School of Notre Dame d’Altagrace
February 23, 2013
Layaye, Haiti
Consent Process.
PR: I am here today to meet with you to find out your thoughts on clean water
and how we can help the community communicate about health issues. I am a
researcher at the University of Memphis which is why we are asking you to
complete the form. I am also a member of (church in US) and part of the Haiti
mission group that built this school and helps support the other school. You know
we send a lot of medicine to the clinic and to (Doctor), but there are other things
that are important to health. So, besides medicine, we are trying to understand
what we can do to improve your health. We want to understand what we can do in
the schools or throughout the community to make the people healthier. It is
important to us know what you think you need so that we can make sure those
things are sent, not just what we think. Its very nice to meet all of you today. I
thought we could start with introductions, Translator, don’t you think?
T: Yes, I will tell them. That is good.
PR: Yeah, so could each person then introduce themselves.
T: Yes.
PR: And what they study, or why are here at the professional school
T: Ok.
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Student 1 (S1): My name is (S1). I am here to learn how to be a cook, to cook. I
am very grateful to God for learn and have this opportunity to learn.
PR: Please tell her that is what I did for living for a while, I cooked.
PR: Yes, merci.
S2: I am S2. I am here to learn how to work in the kitchen also.
PR: That is wonderful, si bon.
S3: I am S3 and I am from [village]
PR: That is this way? (points)
S3: No, no, this way. (points). Yes. I am learning to sew. Yes, I am sorry, I am new
to the school, so I do not know.
T: I told her that is ok. She still should tell, help us with her thoughts.
PR: Yes, of course.
S3: I have a very large family and I am given this opportunity to be at the school,
through God’s grace.
PR: Yes, I have five brothers and three sisters. I have two children and one very
small grandbaby. Big catholic family!
Laughter.
PR: His name? His name is Aiden.
S4: My name is S4. I am from [village]. And I have three sisters and four
brothers.
PR: Like me, big family
S4: Yes, yes..
T: Yes she is the oldest in the family. She has one child.
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S4: I am also very grateful to God to have the school to be able to learn. I am
learning kitchen and cooking. I want to work in a kitchen.
PR: Merci, si bon.
S5: I am S5, I have four brothers and seven sisters. I am from [village]. I come
here for the sewing and now the kitchen class. God’s grace gives me this
opportunity to learn.
PR: Oh, that is great, a little bit of everything. Merci, si bon.
S6: My name is S6, I am from [village] I have four sisters and four brothers. I am
in sewing and want to work in a sewing center. I also take the kitchen class.
PR: Merci. Merci.
Jovial arguing over who goes next.
TS2: Ok, OK, I go. I am TS2 from [village] but now live in [village]. I have two
brothers and one sister, and I am twenty-one. I am a teacher here. I graduated
from here.
PR: That is wonderful. Congratulations for your teaching.
TS2: Merci.
TS3: My name is TS3. I am a teacher here as well. I teach sewing and do the
cards.
PR: Oh, very good, very good. Merci, merci.
TS4: I am TS4 and I am here to help and the teaching. We are grateful that God
has allowed us to be here and help to teach.
PR: Si bon. Merci. Good, now let’s talk about health. Can you please ask what is
the most important thing they worry about with their health?
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T: Yes.
TS3: Health is one of the first portions of this class, this school.
PR: Oh, that is wonderful. Health education?
TS3: Yes, in the book.
T: We forgot TS1!
PR: Oh, no!. TS1. We forgot to let you take your turn!
Laughter
TS1: I am the manager teacher. I teach classes and help the teachers. I do not
teach the cooking and kitchen classes, but in this school, we teach other classes
too. Students come here and we give the book. We follow the book. In the book,
and there you see on the wall (pointing).
PR: Oh, I see, so you teach reading and writing for the workplace?
TS1: Yes, yes. And the health.
PR: And the health, that is wonderful.
TS1: Yes, yes. You will see. And the math. We do sewing, kitchen and then the
classes.
PR: Si bon, si bon.
TS1: But, eh, the school is open at 7:00 o’clock in the morning and closes at 1
o’clock. I am here to help and teach the classes.
PR: That is hard to do and hard to administrate. That is a long day.
TS1: Yes, yes. I do, we are so grateful to God for this professional school, but it
has not been open, we do not get paid anymore.
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PR: Yes, I understand that has been happening. Last night we talked to (priest)
and we will talk more while we are in Layaye. That is important to everyone at
(church in US) that we keep the school open. Not just me and RA1, but to
everyone there.
TS1: Ok, ok. I want them to tell you how important this school is to them. I want
them to do that.
PR: Yes, yes. We can do that.
TS1: Now, can we do that now.
PR: Yes, yes.
RA2: Should we turn this off for now.
PR: Yes, lets’ do that so that they feel comfortable.
RA2: ok.
Video off for portion of talk.
PR: I’m here working for my university and the parish to find out what we can do
to help the people who live in and around Layaye to improve their health, besides
medicine. What is the most critical think, most important thing that you worry
about your health?
Loud motorcycle, cannot hear audio.
PR: Ok, what about the ladies, what do the ladies think?
S3: Of course the cholera. That is bad. Then stomach, stomach and pain. Blood
pressure is really, really important and can cause many afflictions. But the
cholera has been a very bad thing. We have some help with water with tablets but
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we need good water, that is not with the cholera. People do not understand the
water is the cholera.
PR: Translator, can you share with her we sent many buckets to clean the water
and we don’t know where they are. Does she know where the buckets are? Tell
her that we are looking for the many, many buckets we sent. That is something
we’ve noticed
S3: Yes, we know about the buckets. The water technicians help with the buckets.
They do not have the things needed to fix the buckets. We know the water
technicians and they try to help with the buckets.
PR: So, you think that the buckets don’t work anymore or they are broken?
S3: Yes, they are.
PR: Ok, we’ll take to (water technician) later today. They should have the parts
they need. So if the buckets are not working, you have the tablets, what else do
you do to prevent cholera?
S3: We wash hands before cooking or eating.
PR: Si bon, that’s good. So, you wash hands, is there anything else you do to
prevent cholera?
S4: Yes, and we flap our hands to dry, like this (flaps hands)
S2, S3 & S4 flapping hands in air to simulate how they dry their hands
PR: Si bon, yes, that prevents other germs.
S4: Yes, yes.
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S1: Yes, we have a bag with clean water that hangs. We know that is the water to
wash hands. And we have to have something that will make your hands clean to
use with the water.
PR: Like soap or disinfectant?
S1: Yes, yes. Using the water from the clean bag.
PR: Ok. So clean water and clean hands.
S1: And we use the Clorox.
PR: Si bon, and do you all have clean water at home.
All: No. No. Not always.
S3: Yes, yes, we know about the bucket system. But not everyone got a bucket
system. So no, we do not always have clean water if don’t have the tablets.
PR: So, not everyone got the bucket system, but do they share the water from the
bucket?
T: Um, can you explain a bit more.
PR: Sure, so there were many bucket systems, people were supposed to share
with their neighbors, those around them. Do people not share the water or let
others filter their water with the buckets?
S1, S3, S4, TS2, TS3: No, no, no.
S3: We would not do that.
S1: No, no.
PR: Ok, so no, no sharing the filters.
TS1: No, they would not do that, it is too personal.
PR: Ok, it is too personal?
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TS1: Yes, too personal.
All nodding in agreement.
PR: So, no one will share the filters.
All shaking head and replying, No.
TS1: And another thing, we teach them here about clean water. May people who
do not go to this school do not know. They do not know that the water is clear,
when it is clear that does not mean it is clean. The water can be clear and not be
clean. Many people do not understand, you see.
PR: I see. Clear water is not clean water.
TS1: No, it is not. You see?
PR: Yes. I see how that is a point of education, your students know that and are
lucky but many people do not know that.
TS1: Yes. They do not understand.
PR: Ok, so what other health challenges concern you?
S3: The cuts. Infection.
PR: Like a cut on the skin becoming infected?
S3: Yes, yes. And the hair infection the bugs.
PR: The hair infection? Like scabies or fungus?
T: Yes, the scabies, fungus. (scratching head with both hands)
PR: And what do they do for those things, infections and fungus?
S3: Sometimes we have medicines. But many times, the medicines are not good.
They do not work.
PR: Ok, so the medicines are not good?
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S3: No, not good.
PR: And where do you get the medicines? At the clinic from Clinic Owner?
TS1: Yes, some medicines are from the clinic but we must pay for those. We get
medicine from the doctors that come to Layaye. The medicine we get from
(mission doctor from US) are good.

PR: They are good. So you trust the medicine from (mission doctor from US).
But maybe not trust the medicine from others.
TS1: Yes
Many nodding in agreement.
PR: (Mission doctor from US) is planning on being back in August but I do not
know what dates.
S3: But when the doctors come through like (mission doctor from US), it is too
far for me and my family to come here. It is too far away.
PR: So, it is too far to travel to see (mission doctor from US)?
S3: Yes.
RA2: But, PR, it’s not too far to come here to school?
PR: Good point. Ernzo, ask why it is not too far to come to school, but too far to
come to see the doctor.
S3: No, no, no. It is too far to come on a Sunday. You see.
RA2: Maybe he needs to come on a different day?
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TS1: So, her family must walk four hours to get here, then four hours to go home.
Sunday is the day for the family, and the walk is too far. Most students stay close
to here for the school days, but spend time with their families on Sunday.
PR: Ok, I see. So, the distance is too far to travel on Sunday because that would
be eight hours of walking and the time should be spent with the family at home?
TS1: Yes, yes.
PR: So, if the doctor came on a day you were here at school, would you see the
doctor?
No response.
TS1: Ok, so if (Doctor) came on the days of school, I would make them see the
doctor.
I infer here that they only would see the doctor if the school required them to see
the doctor.
PR: Ok, well what about the teachers? Would you see the doctor here at the
school? Or do you see the doctor in Hinche?
Simultaneous, “Hinche” from teachers.
PR: Do you see a particular doctor or go to a particular clinic in Hinche?
No response.
T: This is something that is very different for you guys. We do not have a doctor
we see. We go to whatever clinic we can. These students will go to the doctor if
they think something is very wrong. You have the checkups and make sure you are
staying in good health. That is not what happens with Haitians. That is not what
happens here.
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PR: How do you determine which clinic?
T: That depends. There are many clinics with doctors from the US. We would go
to those first, if we can get in. If not we go to the hospital in Hinche.
PR: You mean most people from this area?
T: Yes.
PR: No preventative medicine.
T: No.
PR: Ask if they would go to the doctor if they were feeling ok, but to prevent being
sick in the future.
No response.
PR: I’m guessing that is a no.
T: No, they would not go to the doctor unless they thought something was wrong.
TS1: Yes, they would not.
PR: What about STDs?
Simultaneous “Qui” or yes.
PR: What are your concerns?
S4: Many get vaginal infections. That is bad.
PR: What do you do when you get a vaginal infection?
S4: That is time to go see the doctor.
PR: See the doctor?
S4: Yes.
PR: What else?
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TS1: The HIV and the AIDS. We have all of the posters here (pointing to posters
around the room suggesting abstinence for HIV/AIDS prevention). We teach this
in our classes. The government health people provide these posters to us. And
also, you see the poster about cholera?
PR: Yes, I see the posters. And you have the text book for the school. Those are
great education tools. How else is the word spread about HIV or cholera? Do
the students talk to their families about what they learn? The family members that
don’t go to school? Do they understand?
T: Um, can you help me understand?
PR: Yes. The students here are learning at the school, and in their books about
these health issues. Do they share that information with their families? Maybe
the family members that do not go to school?
TS1: Yes, yes. Education about these things is valued. The families do listen to
the students here.
PR: That is great. Si bon. Merci. Now what about the smaller children who go
to school next door? Do the families listen to the smaller children when they
come home with health information?
TS2, S3, S4: “Oui”, yes they do.
PR: They do. And what types of things, like this page from this book, is helpful
for the students to take home to share with their families?
TS1: Yes, this is good. Something like this, paper.
PR: This is good. This example about cholera. Was there anything new that they
did not know that was on this sheet? Anything new?
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TS1: No. Most of this info is on the posters. We know most of this.
PR: Ok. How many of you have had a family member get cholera?
Out of 11 people in the room, all raised their hands.
PR: [translator], is it appropriate to ask how many lost a family member from
cholera?
T: Yes. I will ask.
Six out the eleven people in the room raised their hand.
PR: I’m so sorry for your loss. So sorry.
PR: What about HIV, I see many posters here. What do you do to prevent HIV?
S4: We must be very careful.
PR: Be very careful?
S4: Yes. Be very careful and know your partner.
S3: And use condoms.
PR: Ok, use condoms. That is very good. How did you learn these things?
S2: Here. Here at school.
PR: Here at the school?
Simultaneous “Oui” or yes.
PR: Did you take this information that you learned back to your families?
Simultaneous “Oui” or yes.
PR: Is it difficult to discuss sex or HIV and AIDS with your families?
Simultaneous No.
S3: You know, it is what it is. It is part of life. We do not have difficulty
discussing this.
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PR: Good, si bon. [translator] tell them in the US, students would be
embarrassed to discuss sex and STD prevention. They would giggle and turn red!
Laughter.
PR: At what age would you begin discussing sex and STDs?
TS1: Twelve, yes?
Simultaneous, “oui” or yes.
TS1: And then it continues until the child is living their own life.
PR: So, when they get married or leave for work or school?
TS1: Yes.
PR: And do fathers talk to sons and mothers talk to daughters or does everyone
talk together.
S3: Together.
S1: Yes, together.
Simultaneous nodding.
PR: Ok, I know we have gone over our time and most of you have a long walk
tonight, we’ll wrap up.
Wrap up discussion and thanks.
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Appendix G: Interview Transcript (HCWin)
Health Care Worker (1 & 2) Interview
Rectory Front Porch of Notre Dame d’Altagrace
Layaye, Haiti
February 22, 2013
Consent Process
PR: Are we ready to get started?
PR: Well, I’m Christine. I’ve come to Haiti with [RA1]. I am also a member of
Immaculate Conception. We are here on this trip to find out, besides medicine,
what we can do to help the people with their health. And you all would be critical
to that, because you see all of the people. Can you share with us, the most critical
things that people worry about regarding their health?
HCW2: My greatest problem, or the peoples’ problem is in the area of having
enough food. Where I am from, let me explain, in the bigger area of where I am
from, this is bad.
RA1: But what is the most critical or biggest problem?
HCW2: One of the things we see a lot is the scratching on the skin. Skin disease.
RA1: Skin disease?
T: What he is saying, is, you know the boy we saw with the head?
PR: Yes, the scabies or rash all over his head?
T: Yeah, the scabies, I guess.
RA1: Yes, that what it is.
HCW2: But there is the most powerful one, that is called malnutrition.
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PR: Malnutrition? Yes, that is very very bad. What are you seeing as a result of
the malnutrition? What are the symptoms that you see?
HCW2: Yes, OK, there are several. We know when the kids have big bellies. That
is one. And the really thin neck. There is the red hair and eyes. These all allow us
to recognize the malnutrition.
PR: [HCW2], how does that make you feel?
HCW2: That is really bad for me. It does not make me feel well. And, my father
and I sometimes us our own money to buy and to share with the kids. If you know
of some more people who can help us, we can help the kids. Can you help us find
someone to work with us to help us to provide more food for the kids?
T: What he is saying, what he is trying to explain is that in the mountains, the
hunger is bad. They want to do more for the kids than they can do.
PR: Yes, [HCW2]. We feel the same way. We want to help Layaye so much. And
all the people in the mountains around Layaye. Let’s try to work together to help
the kids. What are some of the other things you see?
RA1: We all want to do that. We all want to help the kids.
HCW1: By God’s grace we are able to take the medicine that you send us up into
the mountains. But one thing we do see is the Cholera. It is bad. Some of the
people, especially up in the mountains, they do not know what to do with it.
PR: And God uses you to take the medicine to the children in the mountains. That
is a wonderful thing, [HCW1]. You and [HCW2] and Patrick. That is a wonderful
thing. So, do you think they do not know what it is? Cholera I mean?

302

HCW1: Some of them do. But they do not have clean water and do not know what
to do. So many sick. So many dying.
PR: Do the water filters that you maintenance help the clean water problem?
HCW1: Yes, but, there are not for all. There are not enough for everyone. And
some of them, they miss, they are missing . . .
PR: The parts. Do they have broken parts?
HCW2: Yes. Many are broken and we need more parts. More parts and the
tablets.
RA1: Yes, we need to get Steve here to fix the buckets that we can find. And get
the tablets. We need to do that.
PR: I think the tablets are coming on the container in August. And Steve, an
engineer is coming to help build the sand filters. He can help with the parts. We’ll
make sure we include those parts.
RA1: Yes, the tablets are coming. And we will send parts. We will all talk when
[water tech] gets here this afternoon.
PR: Ok, so. Do people share the water? I mean if one house has a bucket system,
do they share their water with their neighbors?
HCW2: No.
PR: Why would they not share?
HCW2: It is too personal. They would not share their water. Water is very
personal.
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PR: Wow, I did not realize that. So if someone has clean water in their house and
the bucket system, they would not help the others in the area by giving them
water.
HCW2: No. They would not do that.
PR: What are some ways that we can help tell the people about how to not get
Cholera?
HCW1: Hum. (in very deep thought)
HCW2: We can teach them when we are there.
HCW1: If we could give something to them. To help them.
PR: How can we teach them, what would work for you? Could we send you small
cards (drawing shape and size in the air) with the ways to prevent Cholera? Can
the people read them?
HCW2: Yes, most of the people can read like that. Some cannot.
PR: But if we printed little cards and go them to you, could you carry them with
you to the mountains?
(both nodding heads)
HCW1: Good, we can carry them. But we do still need a new,
RA2: A mule, right? (all laughing) We’re trying to get you a mule. Let’s see if we
can get you a new mule. OK
PR: What else do you see in the mountains?
HCW2: There is one big problem and that is HIV. We see a lot of the people
having HIV.
PR: Wow, so that is a big problem?
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HCW2: Yes. We know what it looks like, you, well, when you have the HIV.
PR: And do the people understand what is HIV and how you can get HIV?
HCW2: Yes. Sometimes they do. But it is often when it is too late. We see a lot of
that.
HCW1: Yes, we have seen that some who have not accepted the Lord Jesus Christ
as their Savior, you know, the still believe in the other ways. We even saw a young
woman at the priest’s home and she had the HIV.
HCW2: Yes. We knew it was too late.
PR: Do you mean voodoo? Are we talking about the voodoo priest?
HCW1: (nodding) Yes, voodoo. The priest tried to save her. She came to the priest
to be cured. But she was very sick. She was staying at the house of the priest.
PR: Do you think that she knew she had HIV or what caused it?
HCW2: I think she did but it was too late.
PR: Do you mean that she did not know she had it until she started having
symptoms?
HCW2: Yes.
HCW1: (nodding)
PR: That brings up an interesting point. [HCW1], [HCW2], do a lot of the people
in the mountains believe that voodoo can cure illness like HIV or Cholera?
HCW1: (nodding after deep thought) Yes. They have not accepted the Lord Jesus
Christ and still follow the old ways. They believe in the magic. They believe the
priest. That he can help them with their illnesses. They do not know God’s grace.
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Or, if they do, they still follow some of the old ways. They still believe in the
magic.
PR: So, do they believe that it does not matter if they try to prevent disease, it will
just happen to them?
HCW2: Yes. Ok, they believe that sickness is part of the magic.
PR: So, if they believe this, will they listen to what we say on the cards, or what
you tell them about Cholera or HIV?
HCW2: Yes, I think so.
HCW1: By God’s grace we are able to go up to the people and take them the
medicines. They believe us. They trust. They know we are good things. It is the
more and more they hear. They will accept God’s grace.
PR: So do you mean that they more they hear messages about disease and
preventing disease the more likely they are to believe.
HCW2: Yes. Hear it more and more.
PR: So it is all about repetition?
HCW1 & HCW2: (nodding)
PR: If we keep sharing the same messages, they will believe that they can prevent
disease and not assume the priest can cure them?
HCW2: Yes, OK, I think they do understand some about the disease and that they
can prevent getting sick. But they need to keep hearing about what they can do.
They need to hear it over and over again.
T: Let me explain for you. He is trying to say that the people will begin to listen if
they hear the same messages many times. It is like, many times. Over and over.
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PR: Thank you. That is good. So, we can overcome the belief in the magic
somewhat. That is good. Right? That’s another thing I wanted to ask you about.
We thought about printing t-shirts with messages about hand washing or clean
water. Do you think if we gave the kids t-shirts they would wear them? Would the
adults read and believe what the t-shirts were saying?
HCW2: Yes. Ok, I think this is a very good idea. Anything like this that helps
them.
HCW1: Yes. This is good. Something to tell them again and again.
PR: So reinforcing the message over and over?
(nodding)
HCW2: This is creative, different, and the kids will wear the shirts. Many do not
have clothes or shoes for their feet. They will wear the shirts.
PR: And you need the mule to carry the shirts, right?
(all laughing)
RA2: We’re working on the mule! (laughing)
HCW1: These are the things that are God’s gifts to the people. God will help the
people.
PR: That makes me feel good, that you like our ideas. Can you think of any other
ways we and teach them about disease and how to prevent it?
HCW1: Something we can give to them. We are up there with the medicine. We
could give them things to tell them about the diseases.
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PR: It sounds like the t-shirts and the little cards are good things to do. We can’t
get them on the next container ship, but we can try to get them here by February
when I come next. Well, I hope to come next.
HCW2: Please let us know what you are doing. And [RA2]?
RA2: Yes, will be here again.
PR: I will keep you in the loop. [HCW2], do you have an email address?
HCW2: (nodding)
PR: Ok, I’ll write down my email address and you can send me an email. Then I’ll
have yours. Ok? So, is that a problem? That you talk to us and ask for help and
then don’t hear anything?
HCW2: Ok, yes, you see, what I am trying to explain is that we do not know what
happens after you leave.
PR: Yes, I can see that Ok, I’ll try to make sure I send you updates every once in a
while. Would that be helpful? Can I email that to you and to Wally?
HCW2: Ok, yes. That would be good. And [community member] speaks more
English.
[community member]: (nodding) Yes. I can help.
PR: Thank you [community member], that’s great. I’ll email both of you. Let us
get home and get started on some of these projects and I’ll let you know what is
going on. Ok? [HCW1]?
HCW1: I wanted you to meet my daughter and get to know her. She is a very good
intelligent one. I want you to have a relationship with her. She wants to go to
school to study medicine. Can you meet he today? [RA1], both of you?
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PR: I’d love to meet your daughter.
RA1: Yes, and is she the youngest. How many children do you have? Four?
HCW1: [son’s name]. Yes, you know [son’s name]. And this, [HCW2]. You know
[HCW2].
RA1: And your daughter, she is the youngest one. Does she live in Hinche?
HCW1: She attends school in Hinche. I want very much for you to have a
relationship with her.
PR: Has she been to St. Theresa, or here on the Sundays [doctor] comes? She
should spend some time with [doctor] and [clinic owner] to learn more about
medicine. You know, so that she can see if she likes it. If that is what she really
wants to study. It’s a lot of work.
HCW2: Yes. OK. I will bring her today.
PR: And Sunday, if you could bring her on Sunday and we’ll introduce her to
[doctor]. Maybe she can volunteer to help with the clinic when he is here on
Sundays. She can help him and learn about what he actually does. Ok, so let’s get
back on track. Are there any other things that you want to share about the people
in the mountains and their concerns about health?
HCW1: We are grateful to God for all that you do in [US city] to help us. You are
here by God’s grace and we are thankful.
PR: Thank you, [HCW1]. We appreciate that. We care very much about the
people of Layaye. So, is there anything else that you can share about the health of
the people?
HCW1: We could learn more at Mass.
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HCW2: Yes.
PR: That is right, you are on the parish council, [HCW1]?
HCW1 & HCW2: (nodding)
HCW1: Yes, by the grace of our Lord Jesus Christ.
PR: So, do you think if we had [priest] share messages about health after Mass.
Would the people stay and listen?
HCW2: Yes. OK. We always have people talking after Mass. That would be good.
PR: That is another thing we can work on. What else?
HCW1: Maybe a place, something around the church that people can go to?
RA2: Like a bulletin board?
PR: Yeah, what a great idea. Like a bulletin board? [translator], can you explain
what a bulletin board is, like a community bulletin board? Maybe between the
church and the school. A big one.
HCW1 & HCW2: (nodding)
PR: We could put a bulletin board, like a community health bulletin board with
messages that change out every month. But how would we get those messages
here? Could [community member] be responsible for that? Well, we can work out
those ideas later. That’s a great idea.
RA1: Yeah, I like that one.
RA2: Really good.
PR: Love it. Isn’t that good? Ok, well, are there any other things you want to
share with us about the health of the people, I mean, beside things that have to do
with medicine or surgery?
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HCW2: Ok, good. There are so many things. We need so many things. But
education of the people. That is the best thing to do.
PR: [HCW1], do you have anything to add?
HCW1: Yes, the education of the people. I want my children to be educated. They
must understand how important education is. My daughter wants to study
medicine. I tell her that her education is most important.
PR: I look forward to meeting your daughter. She will be her Sunday, right? We’ll
introduce her to [doctor] and she can see what he does when he is here working
the clinic.
HCW1: (smiling and nodding) I want my daughter to get to know you and [RA1].
RA1: Yes, we will meet her later today?
HCW1: Yes.
PR: Good. That is great. We’ll see her later today before the meeting with the
water technicians. Thank you both for your time this afternoon. If you have any
other thoughts, please let me know. Your thoughts on health education for all the
people of Layaye is important. So please let us know. [HCW2], do you have my
email address now?
HCW2: (nodding)
PR: Good. Thank you again. Thank you very much. Great information, great.
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Appendix H: Interview Transcripts (CMLin)
Community Member at Large Interview
Rectory Front Porch of Notre Dame d’Altagrace
Layaye, Haiti
February 22, 2013
Consent Process.
skip to 4:16
PR: You get those tablets for your water from someone in Port au Prince. Are
they NGOs or does she know who she gets them from, like what organization?
CM1: No, I do not know who they are. Sometimes they come (with the tablets)
and they talk about things important to me as a woman. Things that women only
have to worry about.
PR: Like diseases that only women can get?
CM1: Yes. Yes. They come and they talk to us about vaccine shots, for, yes, for
the children. And they talk about how to identify if they get the cholera. How to
tell, yes?
PR: Ok, yes. So, let’s go back to what you worry about? What are your big
worries about your health, for you and (son)?
CM1: Just not having enough care.
PR: [translator], does she mean healthcare?
T: No, just care. I think. Just care, not healthcare.
PR: Can you help me understand what you mean by care?
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CM1: When you have good care, you have good health. For example, so if you
are very sick, you must go to the hospital, but maybe you cannot.
PR: Ok, like not having transportation to the hospital?
CM1: No, we can always find a way to the hospital. What is the concern is not
affording it. I can always get to the hospital, but I have no way to pay for it. If
you are very sick, they will ask you to go to Conge.
T: You know Conge?
PR: Yes, Conge where the Partners in Health hospital is located?
T: Yes. In Conge.
RA1: Ask her what she means by that, more about Conge.
CM1: So, when the doctor sends you there, you must travel there, then feed
yourself, and pay for the doctor there. So, you have to travel and eat. That is
hard.
RA1: In Conge the care is free but getting there is ….
RA2: Yeah. I see that.
CM1: And many people get anemia.
RA1: Anemia? Anemia.
PR: Blood? Blood disease?
CM1: nodding. And then they become very sick and don’t have the means to get to
the hospital.
RA1: I think that’s from malnutrition.
CM1: But they cannot go to Conge to get the treatment for free. They are sick
and they cannot afford to go to Conge. And some other problems in the area,
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some people are blind. They are blind. We do not have doctors for eyes. If you
could see if we could have a doctor for eyes, not all the time, but we need a doctor
for eyes.
RA1: But are there a lot of people who are blind?
PR: [translator], ask if she knows a lot of people who are blind.
CM1: Yes, yes. There is one woman who is blind and she had no one to look at
her eyes. I also want to ask about a doctor for the people who cannot use their
arm or their leg.
PR/RA1: Paralyzed? Like paralyzed?
CM1: Yes, paralyzed.
RA2: Are these people who have been injured?
RA1: Yes, I’m sure.
PR: Ok, ok. I see, but those are all large issues. What about the day to day? What
are the day to day concerns? Maybe what does her son learn in school about
health and taking care of himself?
CM1: Yes, if (son) was sick, I would take him to the doctor, not the school.
PR: Yes, I understand, but is he learning anything about health in school. Is he
learning how to stay healthy?
CM1: I do not know the answer. You can maybe ask someone else.
PR: Ok, ok. If (son) brought something like this home (cholera fact sheet) would
she read it with him? Would she listen to what he has to say, what he learned?
CM1: I know about this. I know about watching for the throwing up.
PR: The vomiting?
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CM1: Yes. I know this. Some people though, they do not get treatment. They do
not.
PR: No? They do not get treatment?
CM1: No, but I have a system to store my water.
PR: Do you have a bucket filter system? A system to clean your water?
CM1: Yes. I have the buckets. But many do not know.They drink the water from
the source.
PR: So, people do not know that clear water is not clean water.
CM1: No, they do not know. And some people do not have latrines and they make
feces on the ground. This is not good.
PR: Yes. And you have so much good knowledge, how did you learn this
knowledge?
CM1: I learn! I learn!
PR: Yes, but you know so much, how did you learn?
CM1: Sometimes I work with and serve the church. And through that I learn
about all these things.
PR: So just through knowing people at the church?
CM1: Yes, yea.
PR: Do you share the information you have with others so that they will know
more, too?
CM1: Yes, I share. I work with the church and am responsible for groups at the
church. I share with people there.
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PR: Can we provide any additional specific information for you, to help you
share this information?
CM1: Yes, always. I learn. I learn for me and for (son). I know these things from
the churc
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Appendix I: Interview Transcripts (CLOin)
For Profit Clinic Owner Transcript
For Profit Clinic
Layaye, Haiti
February 23, 2013
PR: Good afternoon, (Clinic Owner)! We’ve all been so busy this week! We are
finally sitting down to talk, right. RA2 and I had a good afternoon Tuesday with
your workers. We saw lots of people.
CO: Yes. Yes. What day was that?
PR: Tuesday.
CO: Yes. I was at the hospital in Hinche.
PR: We’re keeping you busy with all the surgeries, right? It is so wonderful you
were able to go there, too.
CO: Many people were able to get these surgeries that they needed. This is a
good thing.
PR: Yes. I agree. That RA1, she is awesome. She keeps everyone in line, huh?
CO: Yes. Yes. (laughing)
PR: Well, let’s get started, Ok? You know that we are here on this trip to talk to
you and all of the people about what (church in US) can do beside medicine to
help people with their health. You are a big part of that. I’m glad we are getting
to talk.
CO: (nodding)
PR: So, I’m going to ask a few questions and I’d like for us just to talk, ok?
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CO: Yes. OK. I have many concerns about the health. The medicine that you send,
well, it all goes to (Doctor), and I cannot give it to the people
PR: Well, I can’t really address much of that, but I know RA2 and brought down
two boxes of medicine for you on Tuesday. And HCW1 and HCW2 have all of the
de-worming meds and vitamins.
CO: No. But, the medicine that you brought is just the cough medicine for the
children. I need very much more. The medicines that I buy in Hinche are very
expensive and I do not make my money back on what I buy. I want to tell you
about the medicine that I buy.
PR: We can talk about that. But I please understand we can’t do anything about. I
can take your concerns back but (Mission doctor from US) handles all of the
medicines we order. He sent those things from your talks back in August.
CO: No, everything is now going to (Doctor).
PR: But don’t you store everything in the clinic for (Doctor) so that it’s here when
he comes on Sundays?
CO: Yes. But you mark the medicine “(Doctor)” with the marker.
RA2: Why don’t you ask her if she is talking to (Doctor) about the medicine?
Translator: Ok. She is really upset about the medicine.
PR: I can see. Just try to ask if she is talking to (Doctor).
CO: Yes. We work together, but some of the medicine he gives to the people. That
is not the medicine that I can use for my business.
PR: Oh, so you mean that medicine that you can sell for your business?
CO: Yes. Let me show you the book.
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PR: Ok, I can look. But I can’t do anything this trip about the medicine you sell. I
think you might be better served to talk to (Mission doctor from US) in August. I
can tell him your concerned.
CO: No. But right now, it is very hard because the people, they suffer. And they
only have to pay 25 Haitian gouds for all the medicine. They come more, and they
come more, and some of them don’t want to pay the 25 Haitian gouds. I have to
give them the medicines. There are so many expensive medicines. And then
(Doctor), he always find the diseases that require the medicines.
RA2: Ok. The medicine that is not here?
CO: In those cases, I tell them they have to go buy the medicines in some other
place. I tell them because they won’t pay the cost for it. When I tell them that, they
don’t go to buy it in Hinche (laughing) because they can only afford to buy it
here.
PR: So, they just don’t get it?
Enzo: No
CO: And they need everything for free.
PR: And that’s bad? We buy the medicine so that the people can have it.
CO: Yes. Good. See. See. (bringing out the log and putting her glasses on the tip
of her nose). Here I receive the medication, fifty US bucks, and the fifty US bucks
are for my payment. One hundred per month.
RA2: She gets one hundred per month?
Translator: Yeah. From that doctor (Mission doctor from US).
PR: Oh, from (Mission doctor from US).
319

Enzo: Yeah. (Mission doctor from US). On half goes for medicine and one half
goes for her.
RA2: Oh, ok. I get it now.
PR: Yeah. Ok, we understand.
CO: (slapping the logs and invoices) Yes. And these are the medicines I use for all
of these people. Some are not from the church at all. They come to me. And they
all want the medicine for free.
Translator: She is really upset. I’m trying to tell you the best I can.
PR: Yes, yes. I can see. You’re doing great. Let’s just keep on trying. Help her to
understand. But the medicine is not just for the people of the church.
CO: Yes. Here is the list of the medicines I buy. They are very expensive. See. This
one I discover, I had to pay one thousand and six hundred Haitian gouds. And
that is for one hundred piece. And so, you realize that fifty bucks is not enough.
Yes? One medicine will take all of the fifty bucks.
RA2: Oh, wow. But isn’t that what you agreed to with (Mission doctor from US)?
PR: Yes. That was all worked out with (Mission doctor from US) and Samia?
CO: Yes. Yes. But the medicines I buy. The one medicine can take up the whole
fifty bucks. You see. I cannot get rich with this system. I have used too much of my
own money with this medicine. See again, this one (pointing to the log) is ninehundred Haitian gouds. And so that’s more than the one-hundred and thirty
Haitian bucks. You see. I can not keep my money. If I was not using my own
money, I would not be able to keep things, you see? And then they use them more
often than the other medicines.
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PR: I can’t, well, RA2 and I can’t help her with the costs and the medicines, but
when (Mission doctor from US) comes in August. She will need to speak to him. I
will take her issues back and let him know what she is saying about the costs. We
have not idea about what medicines they agreed to use. I can’t help her about
that. I wanted to talk to her about the health of the people and what we can do
beside medicine. What can we do to educate the people. Aside from her medicine,
what can we do. We want to understand exactly what people’s illness are and
what they struggle with.
RA2: Yeah, then we can let (Mission doctor from US) know what she is saying. He
can bring additional medication. She needs to get with (Mission doctor from US)
and, you know, she needs to talk to him.
PR: We are not doctors and can’t order that medicine. We can only talk to her to
find out what is going on and share that information with (Mission doctor from
US). I can’t help her with the medicine or the money. I wanted to talk to her about
the health of the people and how to better educate everyone. What she saw as the
people’s illness and health problems.
RA2: That’s what we’ve been trying to, you know Translator, what we’ve been
asking the others.
CO: The gastric. The gastric. That is it.
RA2: So that is one of the major problems. Are we going where we need to now?
Translator: Let’s see.
CO: The gastric. And a lot in the knees.
PR: Joint pain? Like in the joints?
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CO: Yes. The knees. The backs. And then hypertension, yes, hypertension.
PR: Great. What about cholera or malaria, infectious diseases?
CO: Yes. The cholera. The cholera is worse here but for the time being it is ok.
But the people, they suffer and all they have to pay is twenty-five Haitian gouds.
That is all they have to pay and they don’t want to pay. They come more and more
and they don’t want to pay the twenty-five gouds. And I have to give them the
medicines. And there are so many expensive medicines.
RA2: Um hum.
PR: Ok. Well.
Translator: Ok, she does not remember what we were talking about.
PR: Cholera. We were trying to talk about Cholera.
CO: Yes, the Cholera. It is really reduced.
PR: Oh, so it is not as bad, its reduced?
CO: Yes, reduced. But in the time of a year, we see some.
PR: Why do you think its reduced?
CO: Because the education of the people.
RA2: Perfect. Ok, now we’re going somewhere.
PR: Ok, good. Yes, that’s good. Ok, what about the people in the mountains. Do
they have different concerns. Are they different than the people here, in, around
Layaye?
CO: Oh, um. No, almost the same thing
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PR: What do you see as the top three things that are most critical for the people
regarding their health? Or maybe most dangerous issues? Life threatening, that
you have to deal with?
CO: Yes. I have to stay my limits. I help the nurses in the hospital. But I know my
limits. This is the most I have here. (showing her certificates in a folder) But
sometimes I have to send them to Hinche. I send them in to (Doctor).
PR: And what types of things do you send to (Doctor)? What do you see the most
of that you send to Hinche?
CO: Many things that they, they don’t want to buy the medicine. Things get
worse. Bad. Sometimes they have to go to Hinche. They don’t want to pay the
twenty-five gouds to buy the medicine. I have many medicines I buy and the fifity
US bucks does not buy the medicines. I keep everything going.
PR: Yes. That is very wonderful that you do that. We’ll talk to (Mission doctor
from US) and find out what we need to do here. I understand that is not good. We
can’t do anything today. We can’t fix that today. We want to talk about health
education, not the medicine.
D: We keep coming back to the money.
PR: Yes.
Translator: That’s what she is going to talk about. I don’t know.
PR: So, does the dose of the medicine cost twenty-five goud? Or is it one pill?
CO: Each one. Each one of the medicine costs twenty-five goud.
PR: Ok, I still don’t understand. (picking up a pill bottle) Do one of these cost
twenty-five or what they need to get better?
323

CO: One. One.
PR: Ok. I think its one pill. Translator is that right?
Translator: Yes, I think so. I think.
PR: Well, we have to tell (Mission doctor from US) anyway. I’m going to try to go
back to what we’re doing.
PR: Ok. So, well, do you work with the school at all. Do you work with [water
tech] or [school supervisor]?
CO: No. They do not want me at the school.
PR: Oh, well, we talked to them and the teachers this week. They very much
would like to come and talk to the students about their health. Maybe specific
things.
CO: Good. That is good (smiling). I will do that.
PR: And also, the church. We can have you talk after Mass. You can talk to the
people in the church about their health and educate them there.
CO: Yes. Yes. I can.
PR: Ok, we’ll make sure that happens. That is one thing we can do, right? When
we have a plan, we can get information to you that will help. Lesson plans. Would
that help you?
CO: Good. I like that. Good. They do not have the twenty-five Haitian gouds.
They will not want to pay for the medicine.
PR: I understand, but this would be to educate the students, not to sell them
medicine. They would learn what to do, get to know you, and come to your clinic
when they were sick.
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CO: (laughing) They all want it free.
PR: Ok. We understand. Well, Ok. (Clinic Owner), thank you so much for your
time today. Yes?
RA2: Is that it? No more?
Translator: We’re done?
PR: No. I don’t think we’re going to get what we need here. Let’s take what we
have. Tell her how much we appreciate her time, yes?
PR: (Clinic Owner), we heard what you said about the medicine and the money.
We will take that back to (Mission doctor from US). You need to think about what
exactly you need and what the cost will be. (Mission doctor from US) will be here
in August and will talk to you. We can ask him to email (Doctor), too. That will be
sooner. Ok?
CO: Yes. Yes.
PR: Ok. Thank you. Thank you.
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